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ABSTRACT

REGISTERED NURSES’ PERCEPTIONS OF ORGANIZATIONAL POWER AND ITS
RELATIONSHIP TO PERCEPTION OF PHYSICIAN-PERPETRATED VERBAL ABUSE,
STRESS, AND COPING

By
Michael G. Neiswonger
December 2016

Dissertation supervised by Dr. Linda Goodfellow
The study was conducted to determine the relationships among organizational power,
Registered Nurses (RN) perceptions of physician-perpetrated verbal abuse, and stress/coping
behavior by exploring the following research questions: 1) What relationships exist between
RNs’ perceptions of physician-perpetrated verbal abuse, perceived stress, and coping? 2) What
is the relationship between RNs’ perceptions of physician-perpetrated verbal abuse and
perceptions of power within an organization? 3) What are the relationships between RNs’
perceptions of stress and coping, and perceptions of power within an organization? 4) What
relationships can be noted between RNs’ perceptions of physician-perpetrated verbal abuse,
perceived stress and coping, organizational power and demographic variables? and, 5) What are
the relationships among RNs’ perceptions of power within an organization and perceptions of
physician-perpetrated verbal abuse, perceived stress, and coping? The exploration of the above
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research questions was accomplished by selecting 1,200 RNs randomly from the Pennsylvania
State Board of Nursing using the Microsoft Access random number generator. Following the
mailing of an introductory postcard to each selected participant and a survey packet and two
reminder postcards, a sample of 293 RN were enrolled in the study. Survey data were collected
and entered into SPSS version 17 for analysis. Results revealed that RNs perceived a significant,
mild relationship between verbal abuse and coping and a very mild to nonexistent relationship
between organizational power and the presence of abuse. Additional findings were nonsignificant. Findings revealed that RNs’ perceived physician-perpetrated verbal abuse to be
occurring and that low levels of organizational power existed. However, abuse and
organizational power were only mildly related, suggesting additional variables may influence
RNs’ perceptions of organizational power and require future research. Yet, research findings are
believed to have added to the body of knowledge regarding RNs’ perceptions of physicianperpetrated verbal abuse, stress, coping, and organizational power and may lead to additional
interventions that can strengthen present interventions aimed at reducing Work Place Violence
(WPV).
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CHAPTER ONE
INTRODUCTION
1.1

Introduction
The nursing shortage is growing in Pennsylvania; currently, there is an 8% nursing

shortage in the state, and a 41% shortage is projected by 2020 (Volavak, 2007). A portion of this
shortage originates with the attrition of Registered Nurses (RNs), which is the focus of the
current study. This follows the results from a descriptive study published in 2001 among 13,471
randomly selected RNs in Pennsylvania which reported that 22.7% of nurses planned to leave
their current position within the following year (Aiken, Clarke, Sloan, & Sochalski, 2001).
Although the reasons RNs want to leave their jobs at such high rates remain unknown, research
suggests that abuse within the nursing occupation may be one of several contributing factors
(Zangaro & Soeken, 2007). Therefore, understanding factors related to abuse including
consequential stress, coping methods and perceptions of organizational power may help to
prevent or reduce workplace abuse and ultimately decrease the nursing shortage.

1.2

Workplace Violence (WPV)
In the United States (U.S.), WPV presents an increasingly prominent and complex

dilemma. There are no comprehensive measures of the cost or impact of WPV on U.S. workers
(Workplace violence prevention and response guidlines, 2005); however, researchers generally
believe that the costs are in the millions, if not billions, of dollars. The literature generally uses
abuse and violence interchangeably. WPV is generally defined as acts that can significantly
affect the workplace by generating a concern for the personal safety and security of those who
work there (Workplace violence prevention and response guidlines, 2005). Although the
majority of employees are concerned with physical violence and homicides, the vast majority of
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violence involves aggression, harassment, threats, nonphysical abuse, verbal abuse, and other
forms of violence that can negatively impact the safety of an individual (Ryan, 1996).
According to a 2007 nonscientific poll, 37% of American employees reported workplace
bullying (Cohen, 2010). Though remarkable, this figure pales in comparison to the results of
another study that found 86% of 2200 RNs in a hospital-based study (Rosenstein & O'Daniel,
2005) reported verbal abuse at work from a physician. The problem of WPV is becoming so
pervasive that several states are currently enacting laws to permit any victim of WPV to seek
punitive damages through the legal system (Cohen, 2010).
WPV is a dangerous occupational hazard facing today’s RNs. Research suggests that
nurses are four times more likely to be victims of violence than the average U.S. employee.
(Dunhart, 2001). A University of Iowa Injury Prevention Research Center’s Report claimed that,
on some psychiatric units, assault rates on staff by patients exceeded 100 cases per 100
employees per year (Iowa, 2001). Of particular concern is the high rate of physically violent
incidents. The Emergency Medical System of Virginia reported that physical violence
associated with patient care is the primary source of nonfatal injury in healthcare organizations
(Dubin & Lion, 1996). Hospital-based healthcare workers currently have the highest rate of
nonfatal assaults when compared to all other sectors of employment (Dunhart, 2001). Although
nurses experience the most assaults, physicians, pharmacists, and nurse practitioners also are
victims of violence (Dunhart, 2001). The prevalence in the health care setting of verbal abuse or
physical violence is unknown; however, nurses appear to be more at risk for both types of
violence than other professionals (Veltman, 2007)).
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1.3

Typology of WPV
Four typologies of WPV exist: (1) criminal acts, (2) customer/client/patient violence, (3)

violence stemming from a personal relationship, and (4) worker-on-worker violence (US
Department of Labor, 2005). Criminal acts of violence include any occurrence of violence
during a criminal act at a site where people are employed (US Department of Labor, 2005), such
as a healthcare facility. Criminal actions against RNs specifically are rare and decreasing.
According to the U.S. Department of Labor, Occupational Statistics (2014), 12 fatalities of
healthcare employees resulted from WPV in 2013, as compared to a total of 104 in 2005.
The second typology illustrates customer/client/patient violence and consists of acts of
violence by a perpetrator, who is not an employee, acting violently against an employee. For
nurses, any violence inflicted by a patient or a patient’s family member qualifies as
customer/client/patient WPV.
Violence originating from a personal relationship that carries over to one’s work place
demonstrates the third typology. An example of this would be a husband abusing his wife at a
work site. Research reveals that 17% of all workplace homicides are not a result of work place
violence, but between two partners in an act of intimate partner violence (Malecha, 2003). At the
workplace, women are five times more likely to suffer WPV from an intimate partner as
compared to men (Malecha, 2003). There may be a higher probability of this type of WPV in
the profession of nursing because the profession of nursing consists primarily of women. Few
studies have specifically evaluated this form of violence within the nursing population.
The fourth typology of WPV is worker-on-worker violence, which occurs between
employees at the same job site. Worker-on-worker violence against nurses can be broken down
into three types of perpetrators: (1) physicians, (2) administration, and (3) other nurses
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(Cameron, 1998). Basically, anyone of these can act violently toward a nurse. All three sources
of abuse originating from employees have been noted in the nursing population. Vertical
violence is defined as originating from individuals in positions of power above nurses, such as
physicians and administrators (Longo, 2010). Nurse-on-nurse violence is typically referred to as
horizontal violence (Longo, 2010), because most nurses have the same level of professional
power within an organization. Horizontal violence is an entirely separate direction for WPV
research and can be explained by theories of Oppressed Group Behavior (Roberts, 1983).
Oppressed Group Behavior theory is based on a set of behaviors characteristic of groups
that lack control and power over themselves (Roberts, 1983). Support for the theory is
extensively noted in the WPV literature. Studies measuring nurses’ perceptions of power
revealed that many nurses reported feeling powerless, oppressed (Roberts, 2000; Rosenstein &
ODaniel, 2008), and lacking autonomy and control over their work (Freshwater, 2000). Also, in
a study examining healthcare groups and non-healthcare groups, participants were asked to
report their perception of the “severity” of violent acts at the workplace (Anderson, 2002).
Anderson found that the healthcare group perceived violence as less severe, which supports a
position that nurses often accept violence as “part of the job” (Lanza, 1992). If RNs make up an
oppressed group, their perception of power and abuse may be unique from other professions
(McCall, 1996). For this reason, theories and instruments that measure abuse, stress, and coping
of nurses should be unique to the profession.
Administrators and physicians have different hierarchical positions and hold different
levels of control over RNs. Research has suggested the sharing of power within an organization
can enhance work effectiveness (Laschinger, Almost, & Tuer-Hodes, 2003). However,
physicians historically have been accused of refusing to share power with and controlling RNs
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in regard to employment and daily job-related activities (Keddy, Gillis, Jacobs, Burton, &
Rogers, 1986). The current state of power sharing in a healthcare setting is variable, and
physician-perpetrated violence in terms of the hierarchical structure in a facility is unknown.
The relationship between verbal abuse from physicians toward nurses and power within
healthcare organizations is a focus of this study.

1.4

Physician-Nurse Violence
Several studies have examined the sources of violence against RNs. Hader (2008)

evaluated the occurrence of WPV by distributing a survey to the readers (N = 1,377) of Nursing
Management. Of the respondents, 94.3% reported witnessing some form of WPV, and 80%
reported witnessing violence against a nursing colleague over the past year. Approximately 56%
of readers reported they were the victims of violence, and 49% named physicians as the source
of the violence (Hader, 2008). The most commonly reported form of verbal abuse from all
sources was intimidation (75.9%), followed by outbursts of anger as the second most commonly
reported form of abuse (71.9%) (Hader, 2008).
Physician-perpetrated verbal abuse has been linked to stress and the need to utilize better
coping strategies (Rosenstein, 2002; Rosenstein & O'Daniel, 2005, 2006; Rosenstein & O'Daniel,
2008). The magnitude of the perceived stressfulness of physician-perpetrated verbal abuse may
have an influence on nurses’ responses to the behavior (Simoni & Paterson, 1997). A study in
1997 that examined hardiness, or perceptions of stressfulness from a stressor, found that a
decreased perception of the magnitude of stress blunted or decreased the impact of stressful
events. Simoni and Paterson (1997) found that lower appraisals of stress corresponded directly
to a decrease in burnout rates among nurses and thus different coping strategies may be used
when abuse is perceived as less stressful. Therefore, the coping strategy of decreasing the
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perception of stress from verbally abusive behavior produces more effective coping strategies.
The perception of the stress from the event is significant in dealing with abuse.

1.5

Managing WPV
Several interventions to deal with WPV have been attempted over the years. In 2000, a

literature review on the topic found more than 41 interventions that attempted to address and
manage WPV (Runjan, 2000). The central core of most interventions focused upon training
nurses about confronting the abuser appropriately or reporting the abuse to management.
However, an intervention of assertiveness training for nurses with increased education of nurses
on how to respond to abusive acts produced varied results across several different settings
(Runjan, 2000). Overall, interventions only produced a slight decrease in the frequency of
physician-perpetrated verbal abuse and are only short lived.
Not all reasons for the continuation of physician-perpetrated abuse are known. However,
assertiveness training and other educational interventions focusing on dealing with physicianperpetrated abuse may not be sufficient. Education related to the management of abuse may not
be enough to empower nurses to stop these behaviors, especially if policies to stop the abuse do
not exist or are not enforced by the power holders (physicians/administrators) within the
organization.
Many nurses felt that they had to remain in intolerable work environments because they
did not recognize their capacities to change their environments (Erlan & Frost, 1991; LockhartWood, 2001; Rosenstein & O'Daniel, 2005). As direct result of WPV, nurses reported similar
feelings of hopelessness, powerlessness, and even depression (Rosenstein & O'Daniel, 2005).
Nurses cited management apathy as one of the main reasons for their incapacity to stop the abuse
(Rosenstein & O'Daniel, 2006). These findings suggested that physician-perpetrated abuse
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directly impacts nurses and that management was effected similarly to non-management
personnel. The findings also suggest that management may not do anything because of their own
perceptions of powerlessness and denial of the abuse. Essentially, management is impacted the
same as everyone else related to the verbal abuse, and so are apathetic to the occurrence and
since nothing has been done before, there is no perception to do anything now.
For years several healthcare groups have tried to decrease WPV in the health care setting.
Research findings justify the need to continue this work. In 2002 the American Medical
Association stated that verbal or physical abuse from physicians toward nurses can negatively
impact patient care (AMA, 2002). With both physicians and nurses recognizing the
consequences of WPV, in 2005 the American Association of Critical Care Nurses (AACN)
issued a statement of needed collaboration. Collaboration between physicians and nurses was
noted to be of paramount importance and that, in the presence of disruptive behavior,
collaboration can be lost and patient harm may result (AACN, 2005).
In 2007 The Joint Commission of Healthcare Organizations (TJC) became involved with
addressing physician-perpetrated abuse by publishing a book to help hospitals and other
healthcare facilities implement zero-tolerance policies regarding this form of disruptive behavior.
Disruptive behavior also included verbal abuse, sexual harassment, ignoring behavior, and any
other behavior that disrupted the typical flow of a nursing unit or hospital (Rosenstein, 2002). In
2008 TJC issued a sentinel event alert to warn their members of the risks associated with
disruptive behavior (JCHO, 2008). TJC mandated leadership standards to address disruptive
behavior and now for accreditation, requires institutions to implement a zero-tolerance policy for
this behavior with an expected 100% enforcement. Interestingly, prior to this policy 40% of
hospitals reported that their organizations did not have a zero-tolerance policy for abuse nor a
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formal method for dealing with violence (Dunhart, 2001). However, despite education and
mandatory changes, it is unknown whether TJC’s strategy has effectively decreased WPV or if
there is 100% compliance with the zero-tolerance policy.
Nurses continue to report feeling powerless to stop abuse or negative behavior and do not
always feel supported by administration despite polices. Educational interventions alone may
have been ineffective due to additional confounding variables associated with organizational
power. Therefore, because of the unique nature of the profession and its relationship to
oppressed group behaviors, instruments for the purpose of examining power specific to nursing
practice should be designed for the nursing profession (Roberts, 2000).
Despite national and state nursing association efforts, physician-perpetrated abuse
continues. The power that physicians wield in the healthcare infrastructure may be a factor in
the continuance of physician-perpetrated abuse. Therefore, the theory used to guide this research
is specific to the nursing profession, and examined the perception of power relative to the
organizations in which nurses work. The mid-range theory of Group Outcome Attainment
within Organizations (GOAWO), which evaluates nurses’ perceptions of power within
healthcare organization was chosen, and may help in the understanding of organizational power
relative to WPV. Nurses have reported that they are powerless to stop physician-perpetrated
abuse. This theory may be helpful in several ways: it will serve as a framework for better
understanding the extent of nurses’ abilities to achieve their goals, it may help to determine the
source of nurses’ powerlessness and/or it may lead to better understanding of nurses’ perceived
stress and coping related to physician-perpetrated abuse. Furthermore, a better understanding of
these relationships within a theoretical framework may lead to interventions that may reduce or
stop abuse.
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1.6

Significance
The nurse-physician relationship perceived by the nurse as abusive, may influence some

nurses to leave the profession (Rosenstein, 2002; Rosenstein & O'Daniel, 2005, 2006; Veltman,
2007) and has negatively impacted the current nursing shortage in the healthcare setting (Sofield
& Salmond, 2003). In 2003 researchers using a retrospective approach found a direct
relationship between nurses’ desires to leave their current positions and the presence of verbal
abuse within the nurse-doctor relationship (Sofield & Salmond, 2003). A 2007 meta-analysis of
nursing job satisfaction reviewed 31 studies (N = 14,567 participants) and found that the three
main factors influencing nurses’ job satisfaction were job-related stress, the nurse-physician
relationship, and the level of collaboration between nurses and physicians (Zangaro & Soeken,
2007). Physician-perpetrated verbal abuse has been shown to negatively impact all three factors
related to job satisfaction. Research findings related to the impact of stress relative to verbal
abuse from physicians has revealed a unique perspective of nurses (Anderson, 2002). More
research regarding physician-perpetrated abuse is needed to more clearly define actions to be
taken for improvement in the physician-nurse relationship and reduce WPV.

1.7

Purpose of the Study
The purpose of this study was to examine: 1) relationships between RNs’ perceptions of

physician-perpetrated abuse, stress, and coping effectiveness; 2) relationships between stress,
coping effectiveness, and perception of power in the organization; and 3) relationship between
perception of power in the organization and physician-perpetrated abuse. A better understanding
of these relationships may be helpful in to improve ways by which nurses cope with physicianperpetrated verbal abuse and improve the physician-nurse relationship. The GOAWO Theory
(2007) suggests a framework for explanation as to how nurses’ perceptions of organizational
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power may influence their ability to prevent and/or cope with abuse from a more powerful
person, such as the physician. Understanding these relationships may help the nursing
profession improve the nurse-physician relationship; thereby, decreasing WPV.

1.8

Research Questions
This study addressed the following research questions:
1. What is the relationship between RNs’ perceptions of physician- perpetrated verbal
abuse, perceived stress, and coping?
2. What is the relationship between RNs’ perceptions of physician-perpetrated verbal abuse
and RNs’ perceptions of power within an organization?
3. What are the relationships between RNs’ perceptions of stress and coping, and RNs’
perceptions of power within an organization?
4. What is the relationship between RNs’ perceptions of physician-perpetrated verbal abuse,
perceived stress and coping, organizational power and demographic variables?
5. What are the relationships among RNs’ perceptions of power within an organization and
RNs’ perceptions of physician-perpetrated verbal abuse, stress, and coping?

1.9

Definition of Terms
Nurses in this study were Registered Nurses (RNs) licensed to practice nursing by the

Pennsylvania State Board of Nursing. RNs may have been licensed in PA but not necessarily
working or living in PA. The following information includes both conceptual (Sieloff, 2007) and
operational definitions of terms.
1. In this study, “perceptions” was conceptually defined as how a person represents his or
her reality (King, 1981). The Verbal Abuse Scale (VAS) was used to measure
perceptions of verbal abuse, stress and coping. The Sieloff-King Assessment of Group
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Outcome Attainment (SKAGOA) measured coping related to physician-perpetrated
verbal abuse and perceptions of organizational power. “Physician verbal abuse” was
defined as behaviors that are perceived as humiliating, degrading, and/or disrespectful
(Manderino & Berkey, 1997). Specific behaviors within the VAS were measured via the
reporting of RNs’ perceptions of: abusive anger, judging and criticizing, accusing and
blaming, blocking and diverting, verbal abuse disguised as jokes, discounting,
trivializing, ignoring, threatening, sexual harassment, and condescension. The VAS
Stress Index was used to measured verbal abuse (Manderino & Berkey, 1997).
2. Stress was defined as “the appraisal of the environment by the individual” (Manderino &
Berkey, 1997) and was measured by the VAS Stress Index.
3. Coping was defined as “a person’s perceived response to an external stressor”
(Manderino & Berkey, 1997) and was measured by the variables of Strength of Feelings,
Benign Appraisal, Threatening Appraisal, Positive Coping, Negative Coping, Coping
Effectiveness, and Long-term Negative Effects as measured by the VAS (Manderino &
Berkey, 1997).
4. Perception of power was conceptually defined as “a person’s ability to achieve his or her
goals within an organization” and is comprised of both a person’s Capacity and
Capability to achieve his or her goals (Sieloff, 2008). Perception of power was measured
by the SKAGOA.
5. The nurse-physician relationship was defined as “being present if the RN considers him
or herself to be actively and consistently practicing in conjunction with a
physician”(Manderino & Berkey, 1997). This relationship may be conflicted or verbally
abusive.
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1.10 Assumptions
For the purpose of this research study, the following assumptions were made:
1. RNs participating in this study complete all items of the survey and answer all questions
honestly.
2. The list of RNs obtained from the Pennsylvania State Board of Nursing was accurate and
up to date.
3. Interactional systems can be measured using a survey design.
4. Organizational power can be measured using individual RNs’ perceptions from several
different healthcare settings.
5. RNs in Pennsylvania can be viewed as a single group, in the same way as RNs who work
at a single hospital can be viewed as a group.

1.11 Limitations
This study had the following limitations.
1. It was unknown if nurses included in the study completed the survey or if someone else
completed it for them.
2. Nurses may not have been willing to take the time to complete this survey nor have the
desire to complete the study. Some responses may represent only those who had a desire
to participate in a study about physician verbal abuse and others who may have had
unresolved issues with WPV incidents and, therefore, may not be representative of all
surveyed RNs. A hastily completed survey may represent mid-range responses and
social desirability.
3. This study measured abuse beyond what may have happened recently. Therefore, RNs’
recall of past events may be inaccurate, and thus, produce biased results.
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4. This study represented a onetime measure of RNs’ perceptions of abuse and may not
fully reflect the problem.
5. Work is only one part of a person’s life and background; culture, or history of abuse may
influence a person’s response to WPV. This study measured the participant’s perception
and recall of past abuse as a child and domestic abuse only with one question on the
demographic form.
6. Not all nurses who were registered with the Pennsylvania State Board of Nursing may be
actively employed in PA. In addition, some RNs may be licensed to practice nursing in
PA but employed or resided in another state.
7. The SKAGOA reliability data were calculated for individual organizations. However,
this study examined individuals working at multiple organizations; therefore, the validity
of the instrument was limited and the reliability of the SKAGOA was assumed to be
acceptable.
8. This study required nurses to complete a survey using a paper and pencil format.
Because the study design only used one method to collect data, it created a monooperational bias. Also, this format may have created difficulties for some individuals
related to potential readability issues. As a result, some RNs may not have participated in
this study and consequently, results could be less then representative of the population.

1.12 Group Outcome Attainment within Organizations (GOAWO)
The GOAWO mid-range theory developed by Sieloff (2007) guided this research to
evaluate nurses’ perceptions of power and their ability to achieve goals within an interactional
organizational system. This theory defines power as “the ability of nurses to achieve goals as a
result of interaction with their environment.” GOAWO was used to evaluate group power from
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two main areas: nurses’ Capacity and Capability to achieve their goals (Sieloff, 2007). The
presence of physician-perpetrated verbal abuse, nurses’ associated coping, and nurse’s
perception of organizational power was explored in this study to examine if an increase in the
perception of organizational power may be related to less verbal abuse.

1.13 Summary
WPV is a problem facing all nurses. Physicians have been shown to be one source of
violence against RNs, most commonly committing verbal abuse (Rosenstein & O'Daniel, 2008).
Although this study will not explore all aspects of the nurse-doctor relationship, this study is
important to both the nursing profession and the healthcare industry because negative aspects of
the nurse-doctor relationship in terms of power within the organization have been linked to the
nursing shortage (Sofield & Salmond, 2003). Physician-perpetrated abuse against nurses appears
to be rampant and nurses have reported powerlessness to stop abuse from physicians. Therefore,
a better understanding and recognition of the relationships between organizational power,
demographic variables, nurses’ perceptions of physician-perpetrated verbal abuse, and stress and
coping by nurses may lead to interventions that help develop a better nurse-doctor relationship
and in turn may decrease perceived powerlessness and reduce WPV.
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CHAPTER TWO
LITERATURE REVIEW
2.1

Literature Review
The literature review consists of three main parts. The first section describes the

theoretical basis for this study, which is GOAWO (2007). The second section explores the
current literature related to WPV for nurses, and specifically physician-perpetrated abuse. This
section also discusses organizational power and how it relates to nurses. Lastly, the third section
addresses the gaps in the literature and concludes with a summary of the literature review.

2.2

Theoretical Framework
Imogene King’s Systems Theory envisions nursing as a profession that would facilitate

the health and welfare of all individuals, as nurses can promote health through their
understanding that human beings are open systems constantly interacting with their surrounding
environments (King, 1981). In Systems Theory, each human being perceives and interacts with
the world as a “total” person who constantly makes “transactions” with their environment.
Transactions are defined as interactions in which an individual perceives a situation, actively
interacts in that situation, and is then changed in the process of these experiences. Systems
Theory proposes that a person is influenced by three interactive systems: personal, interpersonal,
and social. When referred to within the discipline of nursing, these terms are used to promote
health and influence the personal health of nurses.
Concepts inherent in Systems Theory influenced the creation of Christina Sieloff’s
Theory of GOAWO (2007), which provides a framework in which to evaluate nurses’
perceptions of power and their abilities to achieve goals within an interactional system. As in the
parent theory, Sieloff’s theory proposes that the individual is the center of the transactional
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process and that a group of people simply consists of individuals and their transactions with the
outside world. In looking at nursing within the context of this theory, Sieloff views nurses as the
personal system, and their direct interactions with others in the organization as the interpersonal
system (Sieloff, 2007). Nurses’ interactions with other groups and the organization as a whole
are viewed as the social system.
The GOAWO evaluates outcome attainment (power) from two main areas: nurses’
Capacity and their Capability to achieve their goals (Sieloff, 2007). Each of these areas will be
described separately (see Figure 1).
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Figure 1. Group Outcome Attainment within Organizations (GOAWO)
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2.3

Capacity
The Capacity to achieve one’s goals is evaluated by examining a person’s Position in the

organization, Role in the organization, Resources available to achieve the goal, and Controlling
Effects of Environmental Forces influencing nurses’ abilities to achieve their goals.

2.3.1 Position
As the first component of Capacity, Position refers to how nurses define their Role within
the communication network in which they are employed (Sieloff, 2007). For example, do nurses
value their expertise or have the ability to communicate their expertise and opinions? Are nurses
viewed as the center of all quality care delivered in an organization? Where essentially does
nursing fit within the functional dynamics of an organization? Position may have a direct impact
on nurses’ coping strategy as a result of physician-perpetrated verbal abuse. Nurses view
themselves in relation to their role, and their perceptions of that role directly influence their
feelings and thoughts related to the abuse. For example, if nurses view themselves as powerless,
the perceived lack of power may cause them to perceive abuse differently than nurses who feel
valued. Some nurses may be apathetic about help, not accepting it even if offered, or perceiving
they are undeserving of help. This would also influence how they handle and perceive
physician-perpetrated verbal abuse.

2.3.2 Resources
Resources, the second component of Capacity, refers to nurses’ perceptions of factors
that influence the abilities to achieve one’s goals (Sieloff, 2007). This includes financial needs
tied to the organization, staffing, effective leadership, or anything else a nurse may need to
achieve goals, including organizational policies to deal with abuse. The existence of these
policies could potentially influence nurses’ thoughts and feelings regarding their ability to cope
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or the manner of coping with physician-perpetrated verbal abuse. For example, if the facility is
not adequately staffed, there is an increase chance of errors or at least less than perfect care
provided to the patient. This less than perfect care produces an environment in which a
physician is more likely to become upset and use verbal abuse toward the nurse related to care
delivered. However, if the nurse has no power to correct the staffing issues, then they are
powerless to correct and/or prevent the problem. If nurses do not feel that they can rely upon
management for support in dealing with physician-perpetrated abuse and have the resources to
correct the problem, then their ability to cope may be diminished and produce feelings of
powerlessness.

2.3.3 Role
The third component measuring nurses’ Capacity is Role, which refers to their Position in
the organization to accomplish the goals of their employer (Sieloff, 2007). This includes their
perception of responsibility for the quality and method of delivery of patient care. Do nurses
control themselves as distinct, though interdependent, professionals within the organization?
Lack of autonomy and management by physicians may directly affect the coping mechanisms a
nurse chooses to use.

2.3.4 Controlling Effects of Environmental Forces
The fourth component examining nurses’ Capacity is Controlling Effects of
Environmental Forces. Environmental Forces, or factors, influence nurses’ abilities to achieve
their goals (Sieloff, 2007). For example, how the organization adjusts to change within the
healthcare arena is an environmental factor; it affects nurses’ perceptions of dealing with the
change. The nurse-physician relationship and how nurses perceive their interactions with a
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physician also are factors. Verbal abuse within interactions can cause stress (Rosenstein &
O'Daniel, 2006) and may diminish nurses’ perceptions of their own power.

2.4

Nurses’ Capability
In addition to Capacity, the second main component of nurses’ abilities to achieve their

goals is Capability. Capability is viewed in terms of nurses’ desires, abilities, skills, and
positions within the organization to achieve their desired goals and outcomes. The GOAWO
defines six variables as influencing a person’s Capability. These variables include Group
Leader’s Outcome Attainment Competency, Communication Competency, Goals/Outcome
Competency, Outcome Attainment Perspective, Outcome Attainment Capacity, and Outcome
Attainment Capability.

2.4.1 Group Leader’s Outcome Attainment Competency
The first concept exclusive to Capability is Group Leader’s Outcome Attainment
Competency. This is the knowledge and skill nurse leaders possess in relationship to achieving
their goals (Sieloff, 2007); simply, it is the leader’s ability to move nurses toward a specific goal.

2.4.2 Communication Competency
The second concept is Communication Competency, or nurses’ ability to communicate
clearly to achieve their goals within the organization (Sieloff, 2007). For example, do nursing
representatives have the ability to vote and make decisions that impact the organization?
Moreover, are they members of committees in the organization that influence change? Nurses’
communications within the organization are essential to improving their power. Communication
Competency may directly influence nurses’ coping and its effectiveness in dealing with
physician-perpetrated abuse.
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2.4.3 Goals and Outcomes
The third concept related to Capability is referred to as Goals and Outcomes
Competency, or nurses’ abilities and knowledge to achieve their goals, values, or desires
(Sieloff, 2007). For example, do all nurses in the organization have the ability to provide input
regarding changes? Do all nurses participate in developing nursing goals for the organization?
Nurses should be involved in setting goals for the organization; otherwise, nursing, as a
professional discipline, would become stagnant. Goals and Outcomes Competency also may
directly impact the long-term occurrence of physician-perpetrated verbal abuse. Either due to an
actual inability, or the perception of an inability, to achieve their goals, nurses may become
apathetic and view their efforts as useless and unrealistic. Without the desire to take action,
making changes or stopping the negative components of their practice, such as physicianperpetrated verbal abuse, are unlikely.

2.4.4 Outcome Attainment Perspective
The fourth concept, Outcome Attainment Perspective, refers to nurses’ perceptions and
value of their abilities to achieve goals (Sieloff, 2007). This concept refers to the perception that
personal goals of the nurse and the goals of the organization are congruent. Essentially, nurses
and their organizations should work toward the same goals. Both nurses and the organizations to
which they belong should share fundamental goals as to what they wish to accomplish and how
they will do so. For example, management and staff should each have the goal of decreasing
powerlessness and reducing physician-perpetrated verbal abuse.

2.4.5 Outcome Attainment Capacity
The fifth concept related to Capability is Outcome Attainment Capacity. This refers to
the nurses’ potential to attain their goals (Sieloff, 2007). Outcome Attainment Capacity is a
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combination of Controlling the Effects of Environmental Forces, Position, Resources, and Roles.
The variable represents nurses’ Capacity, in its entirety. For example, do nurses have the
capacity to achieve their goals? In other words, do they have the structure in place so that goals
can be achieved?

2.4.6 Outcome Attainment Capability
The sixth concept is Outcome Attainment Capability and refers to nurses’ perceptions of
their capabilities to achieve desired goals. This variable is represented and measured by the sum
of all the variables in the theory (Sieloff, 2007) and represents nurses’ abilities to be empowered.
These variables influence nurses’ abilities to make changes needed to achieve their defined
goals, and ultimately influence their personal responses to physician-perpetrated verbal abuse.

2.4.7 Summary
In summary, GOAWO theory is designed to measure empowerment through nurses’
perceptions of their abilities to achieve their goals. This is done by measuring nurses’ Capacity
and Capability of empowerment within the organization in which they work. Limits found
within perceptions of their power may be modified to produce a higher level of power. This
framework predicts that the heightened power in the organization can help to produce the desired
outcomes of nurses. Thereby, help nurses to cope or reduce the stress, hence improving coping
effectiveness and increase improve interactions between nurses and physicians resulting in
reducing physician-perpetrated verbal abuse.

2.5

GOAWO as Research Guide
This study uses concepts within the GOAWO theory to evaluate nurses’ perceptions of

their ability to achieve the goal of establishing a safe, violence-free environment that is not
negatively influenced by verbal (or other) abuse. Nurses’ perceptions of powerlessness related to
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physician-perpetrated abuse may be due to the poor working relationships between physicians
and nurses within the organization that they each are employed. This study evaluated whether
there was a link between the frequency of physician-perpetrated verbal abuse, perceived stress,
and perceptions of their Capacity and Capability within the organization to achieve goals. It has
been suggested in the literature that nurses have a unique perspective of power and abuse
(Anderson, 2002; McCall, 1996). The theoretical framework used in the study helps to explain
nursing power within an organization and, therefore, is judged as a good fit for this study. An
organizational structured framework can provide insight into how nurses’ perceptions of power
within the employing organization influence nurse-physician abuse and nurses’ perceptions of
stress and coping within an abusive setting. Essentially the perception of power influences the
relationship between physicians and nurses and this relationship has an impact upon the
occurrence of physician-perpetrated abuse.
This study examines the perception of the nurse-physician relationship, physicianperpetrated abuse, stress, coping, and organizational power as these variables relate to concepts
within King’s Systems Theory (1981) and GOAWO theory specifically. According to the
GOAWO one may suggest that a nurse’s perception of physician-perpetrated verbal abuse acts as
an environmental factor that influences the Capacity to achieve one’s goals. Following the limits
of the framework, in order for physician-perpetrated verbal abuse to have an impact on Outcome
Attainment Capability/Empowerment, the abuse must cause the individual to transact with the
environment. Nursing transactions were measured by stress and coping as related to the
perception of the physician-perpetrated abuse influenced via the perception of organizational
power. The following model (Figure 2) reveals the interaction of concepts from the GOAWO
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framework, perceptions of physician-perpetrated verbal abuse, stress and coping, and nurses’
perceptions of power within organizations.
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Figure 2. Interaction of concepts from the GOAWO framework

2.6

Physician-Perpetrated Abuse
Nurses face violence from many different sources. Violence can originate from patients,

relatives, other nurses, and physicians. This section will explore physician-perpetrated violence
against nurses that occurs in the healthcare setting.
Historically, nurses and physicians have frequently engaged in a conflicted relationship
(Keddy, et al., 1986). Since the 1920s and 1930s, physicians have been perceived as controlling
several aspects of nursing life including education, hiring, and communication. The historical
perspectives of the nurse-doctor relationship were explored via a landmark grounded theory
study in 1986. Thirty-four nurses from the 1920s and 1930s were interviewed and indicated that
physicians were controlling. In their era, these nurses were expected to be subservient to
physicians and were required to never show physicians disrespect, openly disagree, confront, and
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offer any recommendations. According to Keddy et al. (1986), the need to be subservient to
physicians resulted in a lack of inter-professional communication, and it remains the same today
(Rosenstein & O'Daniel, 2006).
The Doctor-Nurse Game (Stein, 1967) was one of the first documented perspectives of
the interaction between nurses and physicians. From his own personal experiences as a
physician, Stein formulated that nurses were manipulative and used the “game” to get the doctors
to do what they wanted (p. 700), while avoiding open conflict. Moreover, this communication
was designed to protect the hierarchical position of the physician. During the “game” the nurse
worded suggestions in such a way that physicians believed they made the suggestion and not the
nurse.
According to Stein, the nurses gained both self-esteem and professional satisfaction by
playing the game. Stein (1967) stated that if the nurse did not play the game, there would be
severe penalty. For example, the nurse risked being labeled as a “bitch,” described as suffering
from “penis envy,” perceived as a “dullard,” and “mercifully allowed to fade into the woodwork”
(p. 700). Negative treatment by physicians toward nurses has resulted in a lack of open
communication between these two professions (Gjerberg, 2001; Snelgrove, Hughes, &
Snelgrove, 2000). Findings also reveal that the lack of open communication resulting from the
game continue, hence the feelings of powerlessness (Adamson & Kenny, 1993; Carmel, 2006;
Coombs & Ersser, 2004; Copnell et al., 2004; Erlan & Frost, 1991; Keddy, et al., 1986;
Rosenstein, 2002).
By 1990, changes in this communication pattern began to emerge (Stein & Watts, 1990)
perhaps as a result of factors in the nursing profession and society as a whole. One change was
described as evolving motivational tendencies among nurses to become autonomous healthcare
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professionals; for example, the current increase in Nurse Practitioners. As nurses worked to
become more autonomous, physicians described feelings of puzzlement, confusion, betrayal, and
anger (Stein, Watts, & Howell, 1990). With increased autonomy, abusive behaviors such as
inappropriate behavior, verbal abuse, emotional abuse, physical abuse, and sexual harassment by
physicians toward nurses continued and may even have escalated (Cox, 1991; Rosenstein &
O'Daniel, 2005). This demonstrates that as nurses tried to gain power, physicians became
angered resulting in increased verbal abuse from physicians toward nurses.
Verbal abuse has been noted in the nurse-doctor relationship for many years (Coombs &
Ersser, 2004; Cox, 1991; Manderino & Berkey, 1997; Rosenstein, 2002; Rosenstein & O'Daniel,
2006; Sofield & Salmond, 2003). Studies have used the terms “verbal abuse” (Coombs & Ersser,
2004; Cox, 1991; Manderino & Berkey, 1997), “emotional abuse” (Sofield & Salmond, 2003),
and “disruptive behavior” (Rosenstein, 2002; Rosenstein & O'Daniel, 2005) to study the negative
interactions between physicians and nurses. Studies vary in sample size from between 170
conveniently selected participants (Degilo, 2000) to samples of over 2,200 conveniently selected
participants (Rosenstein & O'Daniel, 2005).
Studies examining verbal abuse have found that as many as 96.7% (Cox, 1991) of staff
nurses to 78% of physicians (Rosenstein, 2002) have either witnessed or experienced verbal
abuse from physicians. Surgeons have been found to be the most frequent source of physicianperpetrated abuse (Rosenstein & O'Daniel, 2008). Consequences of verbal abuse have been
shown to have a negative impact on the nurses as indicated in several studies (Rosenstein, 2002).
These impacts included negative physiological impact and feelings of fear (Manderino &
Berkey, 1997), and desires to leave the profession (Zangaro & Soeken, 2007).
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2.7

Impact on Nursing
Given the extent of physician-perpetrated verbal abuse, effects on the nursing profession

should not be underestimated. Nurses have reported feelings of humiliation (Degilo, 2000),
anger, frustration, disgust, embarrassment, sadness, shock, powerlessness, and helplessness
(Manderino & Berkey, 1997). Coping with the verbal abuse varies among nurses but includes
behaviors such as withdrawing from the situation, avoiding the physician, and being silent
toward the physician (Cook, Green, & Topp, 2001). Disruptive behavior, defined as
inappropriate behavior, confrontation or conflict, verbal abuse, physical abuse, and sexual
harassment (Rosenstein & O'Daniel, 2005) has resulted in more than 90% of staff nurses
reporting stress, frustration, a decrease in communication, an impaired nurse-doctor relationship,
and a decreased collaboration. About 83% of the nurses reported that the disruptive behavior had
a significant psychological impact (Rosenstein & O'Daniel, 2005). A consequence of verbal
abuse has also been linked to staff turnover rates. Cox (1991) found that 24.3% of the annual
staff nurse turnover rate and 25.2% of the annual nurse manager turnover rate could be attributed
to verbal abuse from physicians. One study revealed a significant but weak correlation between
the amount of abuse and a nurse’s desire to leave the organization (r = 0.211, p <0 .01) (Sofield
& Salmond, 2003). This unexpected finding was considered to be due to a small sample size of
N=102 or sample bias. In the same study, 13.6% of the nurses reported that they had left a
position because of verbal abuse; 62.2% stated verbal abuse was a cause of staff turnover rates,
67% believed that abuse was contributing to the nursing shortage, 11.9% reported currently
seeking a new job as a result of verbal abuse, and 33.4% considered resigning as a result of
verbal abuse (Sofield & Salmond, 2003).
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Rosenstein (2002) evaluated 2200 nurses regarding the impact of disruptive behavior on
nurses and found that 30.7% of those who responded had reported that they were aware of nurses
leaving their jobs due to disruptive behavior; 24% reported they were aware of nurses making
other changes related to disruptive behavior. These changes included changing jobs, changing
shifts, and revising schedules. In addition, several nurses reported having a fear of retribution if
the physicians’ behaviors were reported to management (Rosenstein, 2002). A more recent
study found that 9.3% of 100 surveyed nurse managers were aware of nurses who had left their
units as a result of verbal abuse from physicians (Veltman, 2007). All of this supports that
nurses also perceive a lack of power within the organizations in which they are employed.

2.8

Verbal Abuse and Patient Harm
One of the reasons why doing something about physician-perpetrated abuse is because it

has been shown that the act of witnessing disruptive behavior as well as personal victimization of
nurses by physicians can lead to patient morbidity and mortality (Rosenstein & O'Daniel, 2005).
A national study (N=1500) revealed that 86% of nurses and 50% of physicians claimed to have
witnessed disruptive behavior from physicians resulting in negative patient impact, 94%;
decrease in quality of care, 73%; medication errors, 73%; adverse events, 68%; decreases in
patient safety, 54%; and increases in patient mortality, 25%. An alarming discovery revealed
that 17% of the physicians, nurses, and administrators were aware of specific adverse patient
events resulting from disruptive behavior.
Negative patient-care outcomes due to disruptive behavior were not isolated to one
setting (Rosenstein & O'Daniel, 2006) nor just to bedside nurses. The perceived impact of
disruptive behavior on patients in a peri-operative setting included impaired quality, 68%;
increase in adverse events, 67%; increase in medication errors, 67%; compromised patient
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safety, 58%; and increased patient mortality, 28% (Rosenstein & O'Daniel, 2006). One hundred
labor and delivery nurse managers in Washington, Oregon, and California were surveyed and the
results revealed that 60% of their units had witnessed disruptive behavior. Of these 100
respondents, 41.9% were aware of specific adverse outcomes as a direct result of disruptive
behavior, and 53% were aware of near misses or accidents (Veltman, 2007). Management
personnel as well as staff nurses indicated awareness of abuse of nurses by physicians that
resulted in harm to patients (Veltman, 2007).

2.9

Stress and Coping
Several studies show that a major consequence of perceived physician-perpetrated abuse

is stress (Cook, et al., 2001; Cox, 1991; Hinchberber, 2009; Manojlovich, 2005; Rosenstein &
ODaniel, 2008). An individual nurse’s response paralleled the perceived stress level (Simoni &
Paterson, 1997). If the event was not perceived as stressful, little or no impact upon the nurse
was expected. A 1997 study evaluating effects of “hardiness” on 440 nurses’ perceptions of
stress found that nurses who perceived events as less stressful also experienced less burnout than
nurses who perceived events as stressful (F(1) = 36.21, p < 0 .001) (Simoni & Paterson, 1997).
Interestingly, Simoni and Paterson found no statistical association among positive or negative
coping and decreased perception of stress in nurses. Over time, nurses in this study may have
perceived abuse as a normal part of their daily activity or were more resilient in dealing with the
abuse.
A 2001 study of nurses found that 91% reported stressful abusive events experienced
over the past year, including abusive anger, condescension, accusing and blaming, judging and
criticizing, and blocking and diverting (Cook, et al., 2001). In this descriptive study, the Verbal
Abuse Scale (VAS) was used to survey 200 peri-operative nurses; however, only 78 (39%) of the
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surveys returned met inclusion criteria (Cook, et al., 2001) and were included in the analysis.
The perceived stress from physician-perpetuated verbal abuse may be an important variable to
consider as related to verbally abusive acts.
Perceived stress and coping are frequently associated (Lazarus & Folkman, 1984).
Manderino and Berkey (1997) conducted a study consisting of 130 conveniently sampled
participants completing the VAS (Manderino & Berkey, 1997). Although nurses may deal with
physician-perpetrated verbal abuse in different ways, Manderino and Berkey found that nurses
acknowledged positive coping behaviors as more effective than negative coping behaviors in
dealing with stress from physician-perpetrated verbal abuse.
However, regardless of coping behaviors used when faced with stress, the outcome may
be persistent traumatic stress (Niiyama, et al., 2008). The majority of 592 nurses (83%)
surveyed by Niiyama and colleagues experienced persistent traumatic stress as measured by
direct exposure to either unsupportive behavior from physicians or physician-perpetuated violent
language. Unexpectedly, both positive and negative actions and thinking in general about the
event lead to persistent traumatic stress or post-traumatic stress disorder in the study nurses
(Niiyama, et al., 2008). According to Lazarus and Folkman (1984) positive actions and thinking
generally have suggested positive coping to a stressful event. However, others have suggested
that even the perception of a need to cope can generate the outcome of post-traumatic stress
(Niiyama, et al., 2008).

2.10 Demographic Variables
Work is only one area of a person’s life and life experiences influence how a person deals
and copes with most life stressors, including abuse. Several studies have examined the influence
of demographic variables upon a nurse’s perception of physician-perpetrated abuse. This section
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will explore the following variables: education, years of experience, age, gender, nursing
specialty and history of abuse. This will explore prior research and how they related to
physician-perpetrated abuse.

2.10.1 Education
Education is typically an important variable when examining any stressor because of its
positive impact upon a person’s coping skills (Calvete, Corral, & Estevez, 2008). However, the
relative influence of education is inconsistent as relates to WPV because impact has not been
thoroughly evaluated (Cox, 1991), and relationships are often not significant (Rosenstein, 2002).
Generally, the higher the education, the higher the level of autonomy (Cajulis & Fitzpatrick,
2007). Stein (1991) suggested that increased autonomy among nurses increased the abuse
received from physicians because it challenged the physician’s hierarchical position. On the
other hand, nurses with less education may illustrate a different reaction in response to WPV
related to less resources and poor coping skills; thus, level of education may be an influencing
factor on WPV (Anderson, 2006; Cajulis & Fitzpatrick, 2007; Rosenstein & O’Daniel, 2005).

2.10.2 Years of Experience and Age
Additional demographics identified in the nursing population may serve as risk factors
for abuse. Inexperience identified as minimal exposure dealing with the public, little confidence
in their knowledge level, or simply younger age has been shown to increase the risk of abuse
(Echernacht, 1999). Not knowing how to effectively deal with conflict and resolve problems
may enhance the risk of abuse. However, as noted in the literature, age as well as other
demographic variables has not been shown to consistently influence abuse across studies (Cook,
et al., 2001; Manderino & Berkey, 1997; Rosenstein & O’Daniel, 2005).
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2.10.3 Gender
The contribution of gender to WPV is unclear and studies show an inconsistency in
findings. One study, interestingly, revealed that males who worked in healthcare were at more
risk for threats and assaults than females (Rippon, 2000). Yet, other studies have found no
significant difference between the occurrences of abuse regardless of gender (Rosenstein &
O’Daniel, 2005; Manderino & Berkey, 1997). Inconsistent results may be influenced by the
composition of the nursing profession with a predominately female workforce; the majority of
respondents to surveys on WPV are female. To better evaluate the effects of gender, use of a
disproportionate sampling method to obtain a balance of male and female respondents might be
suggested.

2.10.4 Institutional Location
WPV is to some degree common to all healthcare institutions. Institutions that place the
nurse in more direct contact with patients, families, and other healthcare providers for longer
periods of time are generally viewed as high-risk settings secondary to their increased exposure.
According to Patterson, McCornish, and Bradley (1999), exposure to WPV as well as the
consequences of WPV can decrease if the healthcare institution supports a policy (written or
unwritten) that encourages nurses to withdrawal from potentially abusive encounters versus
dealing with the situation directly. The healthcare institution’s response to dealing with WPV
may directly contributes to exposure to future violence

2.10.5 Nursing Specialty
Studies have revealed that the setting in which a nurse works will have relationship to the
extent and type of abuse experience. Research studies have revealed that nurses dealing with
life-and-death decisions, for example nurses working in Intensive Care Units and Emergency
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units, experience twice the threat of violence when compared with nurses in lower-stress settings
(Labig, 1995, Iowa, 2001)). Furthermore, according to a University of Iowa Injury Prevention
Research Center’s Report, assault rates on staff by patients on some psychiatric units exceed 100
cases per 100 employees per year (Iowa, 2001). This finding is consistent with a more recent
literature review that found that 75% to 100% of nursing staff in psychiatric units have reported
an assault during their career (Hatch-Maillette et al. 2007). The setting in which a nurse works
may affect the amount of WPV the nurse will deal with on a regular basis; yet, no unit is exempt.
Additional research is needed across units.

2.10.6 History of Abuse
An additional characteristic of healthcare workers that has been considered to associate
with WPV includes the nurse’s personal experience of violence. One-third of nurses have
reported either intimate partner violence or childhood physical or sexual abuse (Anderson, 2002;
Furniss, 1999; Little, 1999). Anderson (2002) found a direct relationship between WPV and past
personal abuse. Of the 68 nurses surveyed over 50% of nurses reported being victims of abuse
as a child or adult which was found to increase the nurse’s vulnerability to WPV (Anderson,
2002). Past abuse as a child, domestic abuse, or even witnessing abuse has been shown to
impact the occurrence of future abuse (Irwin, 1999). Past abuse can create a sense of
vulnerability to future abuse, or passiveness, suggesting the foundation for a theory of revictimization where individuals may place their self in harm’s way for the purpose of creating a
second chance to avert abuse. (Irwin, 1999) This has also been linked to a decrease in a victims
perception of power and increase apathy (Irwin, 1999) . This theory has potential applicability
to both home and workplace environments.
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2.11 Organizational Power
If verbal abuse against nurses occurs as frequently as reported, it can be expected that it
would impact nurses’ perceptions of how abuse is perceived. Nurses may become apathetic to
the behavior and accept it as part of the job. Powerlessness and hopelessness have been found
within the nursing population in relationship to physician-perpetrated verbal abuse (Cook, et al.,
2001; Manderino & Berkey, 1997). The lack of power may originate in the organizations in
which nurses are employed as a result of poor nurse-physician interactions (Lashcinger &
Sabaston, 2000).
Power within an organization is related to a person’s control and influence over others in
the organization (Sheridan-Leos, 2008). Thus, individuals who are further up the corporate
ladder have more power than those lower on the ladder. With higher levels of power come
higher expectations for obedience from those with lower levels of power (Sheridan-Leos, 2008).
Typically, nurses hold lower levels of power within a healthcare organization (Woelfle &
McCaffrey, 2007). The lower level of power may more closely relate to the nursing
characteristics of sensitivity and caring, which are not necessarily valued by hospital
administration (Woelfle & McCaffrey, 2007).
A lack of organizational power results in a lower level of autonomy for nurses
(Freshwater, 2000). As a result of a person or a group’s lack of power, someone else will make
the important decisions (Roberts, 1983); therefore, in healthcare, physicians or administration
frequently make the most important decisions (Griffin, 2004).
Both positive and negative aspects of power flow from individuals in positions of power
within organizations. Positive aspects of organizational power can result in needed changes and
better utilization of resources (Sieloff, 2007). Increasing managerial and bureaucratic focus
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within organizations have resulted in increased disciplinary techniques (Hou, 2004), used to help
transform the healthcare environment.
Negative aspects of organizational power, sometimes referred to as bullying, can result in
vertical violence (Longo, 2010). Bullying is becoming a growing concern in the U.S., and many
legislative measures to address this form of abuse are in the works. Bullying is an action taken
from a position of power that is designed to intimidate, abuse, or destroy one’s career (Longo,
2010). The negative usage of power can present itself in the form of verbal abuse.
Over the years, several studies have evaluated nurses’ perceptions of power. An early
study evaluated nurses’ perceptions of powerlessness on ethical decision making (Erlan & Frost,
1991). Twenty-five nurses interviewed regarding their perceptions of clinical decision making
stated a feeling of powerless and reported that physicians dominated and exercised control over
their ethical decision making (Erlan & Frost, 1991).
Porter (1991) evaluated the power relationship between nurses and physicians over a
three-month period by categorizing physician and nurse interactions into one of four types of
interactions. It was found that informal, covert decision making, similar to the “nurse-doctor
game” form of interaction as described by Stein in 1967, was still commonly used when
communicating with physicians almost 25 years later (Porter, 1991). The professional form of
communication, which would have suggested that nurses perceived their level of power as equal
to that of physicians, was rarely used. Because of the impaired relationship, physicians may still
exert a large amount of power over nurses and may create opportunities for physicianperpetrated verbal abuse (Rosenstein, 2002; Rosenstein & ODaniel, 2008).
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2.12 Capacity and Capability
According to the GOAWO framework, Capacity and Capability are the two specific
concepts that comprise nurses’ power to achieve their goals (Sieloff, 2007). When both are
improved, it is assumed that nurses’ level of power or empowerment should increase, therefor
decreasing the abuse within the nurse-physician relationship. Several attempts have been made
to increase nurses’ power within an organization, but so far these attempts have not been
effective (Runjan, 2000). Using GOAWO as a theoretical framework, interventions to empower
nurses to achieve their goals were reviewed and presented as follows.
Within the theory of GOAWO, concepts relative to Capacity include Role, Controlling
Effects of Environment Forces, Position, and Resources. Of these, Role is the only concept
evaluated to date in terms of impact on physician-perpetrated verbal abuse. The Role of the
nurse refers to the perception of one’s position in the organization. Studies (Keddy, et al., 1986;
Manojlovich, 2005; Rosenstein & O'Daniel, 2008; Woelfle & McCaffrey, 2007) suggest that
nurses do not have control of their role in healthcare organizations, and that physicians have
control over several aspects of the nursing profession (Keddy, et al., 1986; Rosenstein &
O'Daniel, 2006), therefore resulting in nurses’ perceptions of powerlessness.
Resources for taking control are linked in general terms to how a person copes with
stress. A 2008 study was conducted to evaluate coping as it changes over the lifespan by
distributing stress and coping surveys to 156 non-nursing individuals (age M = 56) (Troullet,
Gana, Lourel, & Fort, 2009). The study found that resources available over time, such as
relationships within the organization, can impact a person’s method of coping with stress in a
positive way (Troullet, et al, 2009).
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The first concept exclusive to Capability that has been previously studied is Group
Leader’s Outcome Attainment Competency. It is conceptualized as the knowledge and skill a
nurse leader possesses in relationship to achieving his or her goals and has been a significant
focus of several intervention studies. The concept has been applied by educating people in
management, through training, to use skills and position to deal with abusive behaviors. In 2000,
a critical systemic review of 137 published research papers describing interventions to help
decrease WPV for nurses was conducted. The main interventions focused on educating
management about the problem of WPV via increased knowledge and skills in violence
reduction (Runjan, 2000). Generally, the interventions seemed to help in the short term, but
neither administrators nor nurses recognized a reduction in abuse for more than several months
after any intervention (Runjan, 2000).
The second concept related to Capability that has been previously tested is
Communication Competency. Conceptually, this is a nurse’s ability to communicate clearly to
achieve organizational goals. SBAR communication (Situation, Background, Assessment,
Recommendations) was designed as an intervention whereby nurses conveyed their
communications more efficiently. A 2006 study (Carroll, 2006) and a 2007 pilot quasiexperimental study (Rodgers, 2007) were conducted to evaluate the effectiveness of SBAR.
Both studies had very small sample sizes (N = 23 and N = 9, respectively) but suggested that
SBAR was not an effective communication intervention to decrease abuse. An inverse
relationship between SBAR and reported anxiety was found, but that relationship was confined
to nurses with less experience and did not specifically relate to abuse (Rodgers, 2007).
The third variable of Capability to have been the subject of previous study is referred to
as Goals and Outcomes. This concept refers to nurses’ abilities and knowledge to achieve goals.
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The variable was explored in 2006 when Anderson evaluated the effectiveness of an online
training program aimed at reducing WPV. The study consisted of 22 volunteers who were
trained to recognize and address WPV; however, by the end of the study only 10 of those trained
completed the pre- and post-assessments of WPV. A control group of 21 separate volunteers did
not participate in the training (Anderson, 2006). Those who were trained to recognize verbal and
emotional abuse reported statistically higher frequencies of abuse at post-training (M = 2.100/t
(9) = 2.272, p =0 .049) (Anderson, 2006). Increased education, especially information redefining
WPV within a broader context, was suggested as the main reason for the reported increase.
Anderson noted the importance of education but recognized the need for research among larger
samples for true effectiveness of the intervention (Anderson, 2006).
The fourth theoretical concept related to Capability previously tested is Outcome
Attainment Perspective, which refers to the nurse’s perception of ability to achieve goals. The
concept refers to nurses’ perceptions that their goals and the goals of the organization are
congruent. Both nurses and their organization should share a fundamental goal to stop abuse.
While a shared goal to stop abuse may be individually held, interestingly, 40% of hospitals at the
time reported did not have a zero-tolerance policy (Dunhart, 2001). Current statistics are
unpublished; yet, in 2007, the Commission published a book to help hospitals and other
healthcare facilities implement zero-tolerance policies regarding disruptive behavior (Defusing
Disruptive Behavior, 2007). The behavior is specific to worker-on-worker violence that disrupts
the working relationship. The implementation of a zero-tolerance policy was mandated for
accreditation by TJC, and the Commission’s publication is directed at helping healthcare
management eliminate this form of WPV.
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It is anticipated that the selected theory can serve as a framework to allow for testing of
several concepts related to organizational power and may offer explanation and better
understanding of WPV. This study will examine whether these additional concepts relate to
organizational power or are related to the relationship between physicians and nurses.

2.13 Gaps in the Literature
Studies abound that describe WPV within healthcare institutions; however, previous
works have not examined the organizational and interpersonal risk factors that may influence
WPV among nurses. No study to date has evaluated the effectiveness of a policy of zero
tolerance for WPV or nurses’ recognition of a policy at their workplace. Further, a host of
interpersonal risk factors may contribute to a nurse’s vulnerability to WPV as well as the ability
to cope with the WPV; yet, research findings are inconsistent.
This study will examine the role of the organization, coping, perception of abuse and
interpersonal risk factors. These risks factors include: educational level, age, gender, years of
experience, race, nursing specialty, history of being abused as a child, and history of domestic
abuse of the nurse. It will explore the association between nurses’ perceptions of physicianperpetrated abuse frequency. It is currently unclear how specific demographics may influence
nurses’ perceptions of stress and coping related to physician-perpetrated verbal abuse. Last, this
study will ascertain if the study participant is aware of a zero-tolerance policy in their
organization. A single question on the study’s demographic sheet will ascertain each
demographic variable, which will be evaluated in light of the nurses’ perception of abuse and
coping behaviors and effectiveness.
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2.14 Summary
It is recognized that the relationship between physicians and nurses can be controlling
and conflicted with frequent, direct verbal abuse aimed toward nurses. Consequences to the
abuse affect both patient care and the personal lives of the nurses showed by increased stress as
they attempt to cope with the event. Few studies have described the development of interventions
or addressed effective interventions aimed at reducing WPV. WPV continues to be a concern in
most settings for many nurses. Nurses feel powerless, helpless and minimally supported by the
organization where they work.
To sum this up, the abuse within the nurse-physician relationship is a vicious cycle.
Nurses were powerless to begin with as physicians were viewed as having all the power. As
nurses tried to break out of their position of powerlessness, physicians become more abusive to
stop the change. As nurses turned to management, most of them were nurses as well, and were
not able to assist them in stopping the abuse because they did not know how to do it. So each
nurse was on their own to deal and cope with the abuse in their own way. This resulted in an
impaired nurse-physician relationship and many nurses simply leaving the abuse behind by
leaving the profession.
Compared to other professions, nurses are three to four times more likely to experience
WPV (Dunhart, 2001; Rosenstein & O'Daniel, 2005). The historical perspective of a conflicting
nurse-doctor relationship appears to still exist today. Physical violence (Diaz & McMillan,
1991), sexual violence (Diaz & McMillan, 1991), verbal abuse (Manderino & Berkey, 1997),
disruptive behavior (Rosenstein & O'Daniel, 2006), and unprofessional speech (Degilo, 2000)
have been noted as being directed toward nurses by doctors. Negative interaction has been
shown to negatively impact nursing satisfaction (Manojlovich, 2005) and may lead to adverse
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patient events (Rosenstein & O'Daniel, 2005) and patient mortality (Rosenstein & O'Daniel,
2006). Perceived powerlessness and hopelessness have been found within the nursing population
in relationship to the outcome of physician-perpetrated verbal abuse (Cook, et al., 2001;
Manderino & Berkey, 1997).
Using the GOAWO as a framework, an exploration of specific aspects of nursing
organizational power, including Capacity, Capability, Controlling Effects of Environment
Forces, Position, Resources, Role, Communication Competency, Outcome Attainment
Perspective, Outcome Competency, and Group Leaders’ Outcome Attainment, were evaluated to
examine relationships between organizational power, demographics, nurse/doctor relationship,
and nurses’ perceptions of verbal abuse from physicians.
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CHAPTER THREE
METHODOLOGY
3.1

Methodology
This chapter describes the methodology used to conduct the study. The sections

addressed in the chapter are as follows: design, sample, setting, data collection instruments,
study protocol, protection of human subjects, and data analysis.

3.2

Design of the Study
A descriptive correlational design was used to address the research questions. The

nurses, consisting of RNs listed from the Pennsylvania State Board of Nursing, were asked to
complete several questionnaires regarding verbal abuse, stress, coping, and perceptions of
organizational power. In addition, nurses completed a short demographic form.

3.3

Population/Sample
The total population for this study consisted of all RNs who were listed with the

Pennsylvania (PA) State Board of Nursing. RNs were defined as professional nurses who had
successfully completed the licensure requirements for the state of PA. A listing from the PA
State Board of Nursing provided 176,727 potential RN subjects. All RNs included on the PA
State Board of Nursing list were potential study candidates regardless of gender, race, or
ethnicity. RNs were also included in the study regardless of whether they currently were active
or inactive in nursing, worked part-time or fulltime, were employed in a hospital or other type of
setting, or were employed or lived in a state other than PA. No one provided on the list was
excluded. Using the computer program Power Analysis and Sample Size, Version 11 (PASS),

41

an N of 293 was deemed necessary to achieve a power of .80 using a two-tailed test of
significance set at 0.05 and an effect size of 0.50.
To ensure randomness and an equal chance of selection, the entire list of RNs from the
Pennsylvania State Board of Nursing was randomly numbered using the Microsoft Access
random number generator. Typically, a researcher can expect that approximately one-third of
mailed surveys will be completed and returned by the nurses; therefore, the first 900 names
randomly chosen were selected for initial mailings in an attempt to produce an N of 293.
However, the first set of mailings did not produce a sufficient number of nurses needed to
achieve a sample size of 293. Therefore, a second set of mailings were sent to 300 additional
potential nurses that were randomly chosen via the original list of RNs obtained from the
Pennsylvania State Board of Nursing. A final N of 293 was achieved after the second set of
mailings.

3.4

Setting
All RNs in the study were listed with the PA State Board of nursing. Study materials

were mailed to the potential nurses’ homes, so it was assumed that most RNs completed the
surveys in the home environment. However, they could choose the setting in which they
completed the survey.

3.5

Instruments for Data Collection
Three tools used to measure the variables under study included the Verbal Abuse Scale

(Manderino & Berkey, 1997), the Sieloff-King Assessment of Group Outcome Attainment
SKAGOA (Sieloff, 2007), and a researcher-generated demographic form. All instruments were
in paper-and-pencil form, which created a mono-method bias. Five RNs informally pretested the
instruments, and reported the average time to complete all three tools was 45 minutes, ranging
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from 30 to 60 minutes. The same five RNs deemed the readability and clarity of all instruments
as adequate.

3.6

Verbal Abuse Scale (VAS)
The VAS is based on Lazarus’s Transactional Model of Stress and Coping and according

to the authors is designed to provide a more comprehensive assessment of verbal abuse than
previous instruments (Manderino & Berkey, 1997). The Verbal Abuse Scale (VAS) was used in
this study to measure perceptions of verbal abuse, stress and coping.

3.6.1 Validity and Reliability of VAS
Several studies have used the VAS to evaluate verbal abuse within the nurse-physician
relationship and coping of nurses with violence (Banton & Manderino, 1993; Cook, et al., 2001;
Manderino & Berkey, 1997). Additionally, a panel of 10 expert nurses validated the VAS for
content validity, clarity, and completeness (Cook, et al., 2001). Evaluation by Cook and
colleagues was provided by 21 staff nurses who provided a test-retest of the instrument. Testretest reliability established an alpha coefficient ranging from 0.45 to 0.79 (Cook, et al., 2001).
Internal consistency for the subscales of the VAS ranged from 0.67 to 0.95 (Cook, et al., 2001).
A separate group of staff nurses determined clarity and readability of the instrument (Banton &
Manderino, 1993). Additional test-retest reliability of the verbal abuse subscales resulted in
moderate (r=.52, p=.0076) to high (r=.89, p=.0001) correlations (Banton & Manderino, 1993).

3.6.2 Subscales: VAS Instrument
The VAS consists of 69 items with 8 subscales: Stress Index, Strength of Feelings,
Benign Appraisals, Threatening Appraisal, Positive Coping, Negative Coping, and Negative
Effect. As a norm-referenced instrument, the VAS is designed to measure verbal abuse, stress,
and associated coping. The Average Abuse per Year is the first section of the Stress index
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subscale which measures the reported frequency of abusive anger, judging and criticizing,
accusing and blaming, blocking and diverting, verbal abuse disguised as jokes, discounting,
trivializing, ignoring, threatening, sexual harassment, and condescension.
The first subscale of the VAS is the Stress Index subscale. This subscale measures the
frequency of 11 verbally abusive acts over the past year and the stress associated with verbal
abuse. The Stress Index scores range from 0 to 396. A score of 0 indicates no abuse and no
stress. Scores ranging from 1 to 66 indicate very mildly stressful; 67 to 132 as mildly stressful;
133 to 198 as moderately stressful; 199 to 264 as stressful; 265 to 330 as very stressful; and 331
to 396 as extremely stressful. The first section of the Stress Index is designed to measure the
frequency of reported abuse over the past year. This range is then averaged to produce the
Average Abuse per Year.
The subscale is referred to as the Strength of Feeling subscale, which consisted of 18
different potential emotions that may result from the verbal abuse. The subscale requests nurses
to report the frequency of their emotion and then quantify the extent of their feelings produced
on a six-point Likert scale. The Strength of Feelings subscale scores range from 0 to 6. A score
of 0 indicates that feelings are not similar at all; 1, very mildly similar feelings; 2, mild feelings;
3, moderate feelings; 4, strong feelings; 5, very strong feelings; and 6, extreme feelings. The
scores for this subscale reflect each individual’s feelings separately and how similar that feeling
is to the emotion measured.
The third subscale consists of six items and is referred to as the Benign Appraisal
subscale. Scores, specific to the Benign Appraisal subscale, ranged from 0 to 36. A score of 0
indicates that not one of the questions asked are similar to the thoughts that the nurse experiences
as a result of the verbal abuse. A score reported as 1 to 6 represents feelings experienced as very
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mildly benign feelings; 7 to 12 as mildly benign; 13 to 18 as moderately benign; 19 to 24 as
strongly benign; 25 to 30 as very strongly benign; and 31 to 36 as extremely benign.
The fourth subscale consists of six items and is referred to as the Threatening Appraisal
subscale. This subscale is placed together with the Benign Appraisal subscale under one
heading, the Cognitive Appraisal section of the instrument and is intended to measure the
occurrence of injurious or harmful reactions to abuse. The six threatening responses are listed,
and nurses are asked to report on a six-point Likert scale how similar each item is to their own
response. The Threatening Appraisal subscale scores range from 0 to 36. A score of 0 indicates
none of the questions asked are similar to the thoughts the nurse experiences as a result of verbal
abuse. A score of 1 to 6 reflects feelings experienced as very mildly threatening; 7 to 12 as
mildly threatening; 13 to 18 as moderately threatening; 19 to 24 as strongly threatening; 25 to 30
as very strongly threatening; and 31 to 36 as extremely threatening.
The fifth subscale, the Positive Coping subscale, consists of six positive coping
responses. This section is designed to measure the positive coping associated with the perceived
abuse. The Positive Coping subscale scores range from 0 to 36. A score of 0 indicates not one of
the questions asked are similar to the coping behaviors used by nurses as a result of the verbal
abuse. A score of 1 to 6 reflects nurses’ reports of feelings experienced as very mildly similar to
the positive coping methods measured; 7 to 12 as mildly similar to the positive coping methods
measured; 13 to 18 as moderately similar to the positive coping methods measured; 19 to 24 as
similar to the positive coping methods measured; 25 to 30 as very strongly similar to the positive
coping methods measured; and 31 to 36 as extremely similar to the positive coping methods
measured.
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The sixth subscale, the Negative Coping subscale, consists of six negative coping
responses and is designed to measure negative coping associated with the perceived abuse. The
Negative Coping subscale scores range from 0 to 36. A result of 0 indicates not one of the
questions asked are similar to the coping behaviors used as a result of the verbal abuse. A score
of 1 to 6 represents the nurses’ reports of feelings experienced as very mildly similar to the
negative coping methods measured; 7 to 12 as mildly similar to the negative coping methods
measured; 13 to 18 as moderately similar to the negative coping methods measured; 19 to 24 as
similar to the negative coping methods measured; 25 to 30 very strongly similar to the negative
coping methods measured; and 31 to 36 as extremely similar to the negative coping measured.
The seventh subscale consisted of 12 items and is referred to as the Coping Effectiveness
subscale. This subscale consists of all 12, positive and negative, forms of coping. This section is
designed to measure how effective each form of coping is for the participant. The
Coping Effectiveness subscale scores range from 0 to 72. A result of 0 indicates not one of the
questions asked are similar to the coping experiences as a result of the verbal abuse. A score of 1
to 12 represents the coping used was slightly effective; 13 to 24 represents that the coping used
was somewhat effective; 23 to 36 as moderately effective; 37 to 48 as effective; 48 to 60 as very
effective; and 61 to 72 as extremely effective.
The eighth subscale consists of 11 items and is referred to as the Long-Term Negative
Effects subscale. This subscale measures effects of the long-term exposure to verbal abuse. The
Long-Term Negative Effects subscale scores range from 0 to 66. A score of 0 indicates no
negative effects at all from the physician perpetrated verbal abuse. A score of 1 to 11 indicates a
very mild negative effect; 12 to 22 a mildly negative effect; 23 to 33 a moderately negative
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effect; 34 to 45 a strong negative effect; 46 to 57 a very strong negative effect, and 56 to 66 an
extremely negative long term effect.
Test-retest reliability coefficients for the eight subscales of the VAS range from 0.45 to
0.79 (Manderino & Berkey, 1997). The Cronbach’s alpha of the VAS subscales ranges from
0.67 to 0.95 (Manderino & Berkey, 1997). Table 1 summarizes the psychometrics of the VAS.
Table 1. Verbal Abuse Scale Psychometrics
Variable
Stress Index
Strength of
Feeling
Benign
Appraisal
Threatening
Appraisal
Positive
Coping
Negative
Coping
Coping
Effectiveness
Long-term
Negative
Effect

Questions

Cronbach’s alpha

Range of Scores

1–13
14–32

Test-retest
Coefficient
0.57
0.79

0.90
0.95

0–396
0–108

33–45

0.61

0.78

0–36

33–45

0.45

0.88

0–36

46,48,51,5
2,54,57
47,49,50,5
3,55,56
46–58

0.69

0.72

0–36

0.75

0.67

0-36

0.62

0.69

0–72

59–71

0.75

0.92

0–66

Permission to use the VAS was sought from the author, Dr. Mandy Manderino, on May
12, 2008 and granted (Appendix D). According to Dr. Manderino, the VAS was intended to be
self-administered by nurses and designed for hospital-based nurses. However, it has been used
in non-hospital-based situations (Cook, et al., 2001). The scoring of the instrument was
described in each of its subsections, and there was no time limit reported for completing the
instrument. Dr. Manderino does not charge for usage of the instrument and permits changes to
be made as needed. The instrument is easy to use and complete. Most studies have been
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conducted by mailing the instrument to nurses’ homes for completion, and reliability and validity
data were based on this method of testing.
For this study, reliability of the VAS was also calculated and resulted in a Cronbach’s
alpha of 0.85; subscales ranged from 0.75 to 0.95. Table 2 summarizes the psychometrics of the
VAS for this study.
Table 2. Reliability of Instruments (N = 293)
Valid N
Valid %
Cronbach’s alpha
Verbal Abuse
229
78.2
0.85
Scale
Average Abuse
293
100
0.91
per Year
Stress Index
293
100
0.95
Strength of
246
84
0.95
Feelings
Benign Appraisal
246
84
0.85
Threatening
246
84
0.88
Appraisal
Positive Coping
245
83.6
0.75
Negative Coping
245
83.6
0.80
Coping
244
83.3
0.81
Effectiveness
Long-Term
245
83.6
0.95
Negative Effect
Note: Reliability determined using Cronbach’s alpha.

3.7

n of Items
90
10
22
19
6
6
6
6
12
12

Sieloff-King Assessment of Group Outcome Attainment (SKAGOA)
The second measure used in this study was the SKAGOA which measured perception of

organizational power by evaluating a person’s Capacity and Capability to achieve his or her
goals (Sieloff, 2008). The SKAGOA was based on Dr. Sieloff’s Theory of Group Outcome
Attainment within Organizations (2007) and developed from Imogene King’s Systems Theory
and the Theory of Group Outcome Attainment. Permission was granted to use the instrument
and is attached in Appendix E. Scoring was accomplished by reports on a five-point Likert scale
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(1 = strongly disagree and 5 = strongly agree). The higher the reported score the higher the
perception of power.
Capacity was measured by the Controlling the Effects of Environmental Forces, Position,
Resources, Role and Outcome Attainment Perspective subscales of the SKAGOA. Capability
was measured by Group Leader’s Outcome Attainment Competency, Communication
Competency, Goals/Outcome Competency, and Outcome Attainment Capability subscales of the
SKAGOA. Power was measured by evaluating both Capability and Capacity in their totality
from the SKAGOA.

3.7.1 SKAGOA Instrument.
Two main categories and eight subscales comprise the 36-item SKAGOA. Sieloff’s
Theory evaluates power from two main areas: the nurses’ Capacity and Capability to achieve
goals. The following is a graphic representation of the data that was collected via the
(SKAGOA) aligned with each concept within the theoretical framework. Table 4 lists the
specific questions, scoring ranges and interpretation for each subscale
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Table 3. Sieloff-King Assessment of Group Outcome Attainment Scoring
Variable
Capacity
Position
Resources
Role
Environmental
Forces
Capability
Group Leader’s
Outcome
Attainment
Competency
Communication
Competency
Goals and
Outcomes
Outcome
Attainment
Perspective
Outcome
Attainment
Capacity

Outcome Attainment
Capability

Questions

Range of
Scores

Disagree

Neutral

Agree

6, 14, 32, 33

4–20

4.0-9.2

14.6-20

5, 15, 19, 20,
21, 27
12, 13, 32

6–30

3.0-6.9

3–15

6.0-13.9

4, 8, 9, 10,
16, 35, 36

7–35

7.0-16.3

9.314.5
7.010.9
14.021.9
16.425.6

1, 7, 18, 28

4–20

4.0-9.2

9.314.5

14.6-20

11, 26, 29

3–30

3.0-6.9

11.0-15

2, 17, 30, 31

4–20

4.0-9.2

3, 23, 24, 25,
34

5–25

5.0-11.6

7.010.9
9.314.5
11.718.2

4, 5, 6, 8, 9.
10, 14, 15,
16, 19, 20,
21, 27, 32,
33, 35, 36
136

20–100

20-46.6

46.773.2

73.2-100

35–180

36-83.9

84.0131.9

132-180

11-15
22-30
25.7-35

14.6-20
18.3-25

3.7.2 Validity and Reliability of SKAGOA
Agreement between both theoretical foundations concurs: the individual is the center of
the transactional process, and a group is made up of individuals and their transactions with the
outside world. Therefore, the SKAGOA is completed by individuals to measure their
perceptions of their ability to achieve goals within the organization in which they work, with an
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assumption that the higher the perception of power to achieve goals the more power perceived by
nurses resulting in less abuse from physicians.
Prior studies using this instrument have been conducted among nurses in a single
organization and not multiple organizations, as intended in this study. Scoring of the instrument
normally includes producing an individual score for each subscale and calculating a group mean
per facility. However, this study generated a score equal to an individual’s perception and not a
score representative of the organization. The deviation from the standard use, which has been
addressed with the author of the SKAGOA and GOAWO, maintains a theoretical fit because it
can be assumed that nurses working in Pennsylvania can be treated as one group. Dr. Sieloff,
however, indicated that because the current study explores individual results of SKAGOA,
individual scores and means should be calculated as per scoring instructions.
For the SKAGOA, eight judges established a content validity index to be 93.7% (Sieloff,
2008). Content validity of the instrument has been determined for different occasions in
different hospital settings between 1996 and 2008 (Sieloff, 2010). Extensive use over time
establishes successive verification validity for the instrument.
Reliabilities noted from past studies indicate an internal consistency or Cronbach’s alpha
coefficients for the subscales ranging from 0.63 to 0.88 (C. Sieloff, 2003) and 0.92 (Sieloff,
2007). Adequate reliability with a Cronbach’s alpha of 0.92 was noted among 332 nurses
(Sieloff, 2008). However, a breakdown of the subscales was unavailable for inclusion in this
study.
For the current study, the SKOAGO Cronbach’s alpha was established at 0.95 with
subscales ranging from 0.69 to 0.92. Table 3 summarizes the psychometrics of the SKOAGO for
this study.
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Table 4. Reliability of SKOAGO (N = 293)
Valid N
293
293

Valid %
100
100

SKAGOA
Controlling the
Effects of
Environmental
Forces
Position
293
100
Resources
293
100
Role
293
100
Group Leader's
293
100
Outcome
Attainment
Competency
Communication
293
100
Competency
Goals/Outcome
293
100
Competency
Outcome
293
100
Attainment
Perspective
Outcome
293
100
Attainment
Capability
Note: Reliability determined using Cronbach’s alpha

3.8

Cronbach's alpha
0.95
0.83

N of Items
36
7

0.78
0.82
0.74
0.80

4
6
3
4

0.73

3

0.69

4

0.77

5

0.92

20

Demographic Form
A researcher-generated demographic form was used to gather information to describe the

population under study, including age, gender, hospital size, institutional location of
employment, years of experience, educational level, race, nursing specialty, history of being
abused as a child, and history of domestic abuse (Appendix F). In addition, information was
ascertained in regard to whether the nurses worked in a facility that was accredited by TJC and
whether the facility had a zero-tolerance policy regarding abuse. An informal pretesting of
instruments among five RNs was conducted for readability, clarity, and time for completion. All
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five nurses worked and lived in PA and were, therefore, considered to be representative subjects
for this study.

3.9

Procedures for Data Collection
Research indicates that four separate mailings produce the highest response rate (Salant

& Dilmant, 1994); therefore, this procedure for data collection was used. Initially, potential
nurses were mailed a postcard informing them of their selection for the study (Appendix A).
Approximately one week later, a cover letter, the VAS, the SKAGOA, a demographic sheet
(Appendix F), and a self-addressed, pre-paid stamped envelope were sent to the initial 900
potential nurses. Approximately one to two weeks later a reminder postcard was mailed
(Appendix C). Two weeks after mailing the reminder postcard, a second reminder postcard was
mailed (Appendix C). These actions comprised the four mailings.

3.10 Protection of Human Subjects
Prior to distribution of surveys, approval for the conduct of the study was obtained via the
Institutional Review Board at Duquesne University. All RNs working in PA were potential
study candidates. Although the researcher was aware of who was asked to participate in the
study, it was unknown who did participate because returned surveys were anonymous. The
surveys and return envelopes did not include any personal or identifiable information that could
link the survey to a specific participant. All mailings were sent to the nurses’ homes and not to
their work addresses to avoid any confidentially breach or repercussion from physicians or
management personnel. A returned survey served as consent to participate in the study.
Anonymity of study responses was maintained. Directions included in the cover letter
specifically asked nurses not to place any identifying information on their returned surveys or
envelopes, including their return address or names. If a returned survey questionnaire included
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any identifying information, the survey would be shredded. No survey was returned with
identifying remarks. A list of names to which the surveys were mailed was kept in a locked
filing cabinet at the researcher’s home, and the mailing list and the surveys were kept in separate
file folders under lock and key. Confidentiality and anonymity of the study participant’s
responses and materials were maintained at all times. The mailing list was shredded after all
data were collected. Study materials will be shredded three years after completion of the study
per intuitional policy.
The informational letter (Appendix B) stated that the purpose of the study was to examine
the relationship and influence of perceived verbally abusive behaviors from physicians to nurses
and resulting nursing stress, coping, and perception of power within the organization. Randomly
chosen nurses were informed that they were free to choose not to participate in the study. The
cover letter clearly stated that nurses were providing informed consent by returning a completed
survey. Subjects also were told that they would receive no direct financial benefit for their
participation. Each subject was informed that: 1) study responses would be anonymous and kept
confidential; 2) information would become part of a written work that could result in publication
without identifying links to individual nurses; and 3) only the researcher and members of the
dissertation committee would have access to the data.

3.11

Pre-Data Analysis
All completed surveys were coded and entered into the Statistical Package for Social

Sciences Grad pack #17 (SPSS) for data analysis. Data was examined, prepared, and cleaned for
any unusual markings and entered into the database. For quality assurance purposes, all
responses entered into SPSS were checked for accuracy against responded surveys prior to
analysis. There were a total of 5 surveys returned in the provided envelopes whereby
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approximately 90% of the questions were not answered. Therefore, these data were not included.
Missing Demographic data were listed as missing and not included in the study. Missing data
from the VAS was entered to represent the lowest level of reporting, which for each of the VAS
subscales was zero. This was done because if the nurse does not report a negative action, then it
can be assumed that the action did not occur. For the SKAGOA, any missing data was assumed
to be neutral, and was entered accordingly. However, there was no missing data from the
SKAGOA.
Descriptive statistics were used to describe the population under study. Demographic
data, such as the continuous variables of age and years of experience in nursing, were described
in terms of means, median, if skewed and standard deviations. Categorical data such as whether
the participant lived in PA, whether they consider themselves active in nursing, whether the
facility is accredited by TJC, whether their facility has a zero-tolerance policy for abuse, gender,
location of employment, education level, and setting of employment were presented in terms of
frequency and percentages.
Original plans for data analysis of continuous data anticipated the use of parametric
statistical testing, specifically correlation techniques using Pearson’s r product moment
correlation; however, assumptions for parametric testing were frequently violated. Therefore, the
non-parametric equivalent, Spearman rank order correlation coefficient Rho (rs), was used for the
majority of correlations. Spearman Rho was used to evaluate ranked ordered and skewed
interval- ratio level demographic variables.
First, the assumption of normality was evaluated by generating a frequency distribution
to view the raw data, and a skew check was performed. Through SPSS, a statistical check on
skewness was completed and if the skewness index was not higher than the standard error of
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skewness, then the results was not considered skewed (Doane & Seward, 2011). A skewness
index result was calculated for each variable and compared to the standard error. The variable
was determined to be skewed if the skewness index was larger than the standard error. Table 5
reveals a breakdown of the skewness of demographic and study variables. Data reflecting
skewness were transformed as described below to find an approximate normal distribution and to
conduct parametric testing.
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Table 5. Skewness of Demographic and Study Variables (N = 293)
Skewness Index
Std. Error
Accredited by TJC
1.5*
0.14
Presence of Zero-Tolerance Policy
1.4*
0.14
Abused as a Child
-1.6
0.14
Relationship Abuse
-1.4
0.14
Gender
-3.6
0.14
Age
-0.36
0.14
Race
-5.0
0.14
PA Region
-0.14
0.14
Full-Time versus Part-Time
0.92*
0.14
Primary Shift
0.68*
0.14
Years in Practice
0.07
0.14
Number of Beds in Facility
3.6*
0.14
Urban versus Rural
-0.01
0.14
Location of Employment
1.0*
0.14
Highest Level of Education Completed
-0.03
0.14
Year Graduating First Nursing Program
-0.10
0.14
Current Work Setting
-0.03
0.14
Current Work Title
1.1*
0.14
Control of Environmental Forces
-0.49
0.14
Position
-0.56
0.14
Resources
-0.07
0.14
Role
-0.78
0.14
Group Leader’s Outcome Attainment Competency
-0.54
0.14
Communication Competency
-0.27
0.14
Goals and Outcomes
-0.66
0.14
Outcome Attainment Perspective
-0.09
0.14
Outcome Attainment Capacity
-0.28
0.14
Outcome Attainment Capability
-0.34
0.14
Stress Index
2.6*
0.14
Benign Appraisal
-0.44
0.16
Threatening Appraisal
1.1*
0.16
Positive Coping
-0.32
0.16
Negative Coping
0.80*
0.16
Effectiveness of Coping
0.50*
0.16
Long-Term Negative Effects
0.96*
0.16
Average Abuse Per Year
4.6*
0.14
Note: *Indicates the variable is skewed if the skewness index is larger than the standard error.
Transformation of data was done by reviewing each of the continuous variables and
determining that each variable could be grouped into a specific data category and then totaled.
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This transformation was used to produce non-skewed results. Figures 3, 4, 5, 6, 7, and 8
demonstrate the distribution of data before and after the transformation of the variables, and
reveal the transformed data using the drop box technique.

Figure 3. Stress Index Distribution Before and After Transformation

Figure 4. Threatening Appraisal Distribution Before and After Transformation
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Figure 5. Negative Coping Distribution Before and After Transformation

Figure 6. Coping Effectiveness Distribution Before and After Transformation
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Figure 7. Long-Term Negative Effect Distribution Before and After Transformation

Figure 8. Average Verbal Abuse Distribution Before and After Transformation

The second assumption that must be met in order to do parametric testing is
homoscedasticity. In other words, the data must have a finite level of variance for parametric
testing to be used. This was determined by viewing the results, and each result produced had a
finite variance. The assumptions of homoscedasticity were met for each of the variables under
study.
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The third assumption of normality for parametric correlational testing implies that data
points for each variable must fit a linear line without outliers. If data responses were curved or
random verses linear, then the assumption of linearity was not met and parametric testing could
not be used. Scatter diagrams were created for each of the variables under study using SPSS.
The variables under study were visually examined. The extent of the linear nature among the
variables varied and several of the relationships were not linear. Because the assumptions of
normality were not met for the majority of variables, the non-parametric equivalent of Pearson’s
r, Spearman Rho (rs) was used to analyze the data. However, as linear regression was also going
to be calculated, the variables that were determined to correlate using rs were then re-evaluated
for linearity, skewness, and homoscedasticity. These variables were analyzed using Pearson r
correlations. All the variables from the SKAGOA, modified frequency of verbal abuse, and
Modified Stress Index were found to have linearity so linear regression was performed. This was
chosen over logistic regression because there was a desire to produce a numeric result versus a
simpler categorical result and a preference not to collapse data resulting in a potential loss of
potentially important information.
In addition to the assumptions for parametric testing, data were evaluated for
multicollinearity before any linear regression modeling could be performed. Currently there is
no set standard to determine the presence of multicollinearity. For this project it was determined
by calculating a correlation matrix using Pearson r. To eliminate multicollinearity a level of 0.65
was chosen. This was chosen because variables found to co-vary at a level of 0.80 are generally
interpreted as having a low level of multicollinearity; the lower value was chosen to tighten this
criterion.
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Additional analysis was also required before linear regression modeling could be
performed. The following charts identify the variables that were found to co-vary in this study.
Table 6 shows variables not associated with the SKAGOA that co-vary, and Tables 7 and 8 show
that several of the variables from the SKAGOA co-vary. Most of the variables found to co-vary
originated from the same instrument.
Table 6. Multicollinearity of Verbal Abuse Scale and Demographics
Benign
Appraisal

Threatening
Appraisal

Stress
Index

Negative
Coping

Years in
Practice

Year
Graduating
First Nursing
Program
14

Negative
0.44
0.67*
0.44
1.0
-0.20
Coping
Strength of
0.64
0.84*
0.67*
0.67*
-0.18
0.20
Feelings
Average
0.16
0.39
0.89*
0.39
-0.14
0.14
Abuse per
Year
Age
-0.12
-0.04
-0.11
-0.09
0.79*
-0.82*
Note: This table indicates variables with multicollinearity between the VAS and demographic
variables. *Indicates the variables that co-vary at > 0 .65 and at p ≤ 0.05.
Table 7. Multicollinearity SKAGOA
Control of
Environmental
Forces
0.63

Position

Resources

Role

Group Leader’s
Outcome Attainment
Competency
0.64

Goals and
0.67*
0.64
0.62
Outcomes
Outcome
0.84*
0.87*
0.85*
0.76*
0.73*
Attainment
Capacity
Outcome
0.80*
0.86*
0.81*
0.73*
0.82*
Attainment
Capability
Note: This table shows the variables with multicollinearity between variables associated with the
SKAGOA. *Indicates the variables that co-vary at > 0.65 and at p ≤ .05.
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Table 8. Multicollinearity Capability and Capacity
Communication
Competency

Goals and
Outcomes

Outcome
Attainment
Perspective
0.41

Outcome
Attainment
Capacity
0.66*

Outcome
Attainment
Capability
0.75*

Communication
1.0
0.63
Competency
Goals and
0.63
1.0
0.59
0.77*
0.85*
Outcomes
Outcome
0.41
0.58
1.0
0.53
0.68*
Attainment
Perspective
Outcome
0.66*
0.77*
0.53
1.0
0.96*
Attainment
Capacity
Outcome
0.75*
0.85*
0.68*
0.96*
1.0
Attainment
Capability
Note: This table indicates variables with multicollinearity between variables associated
Capability and Capacity. *Indicates the variables that co-vary at > 0 .65 and at p ≤ .05.

3.12

Planned Statistical Analysis
Assumptions for parametric testing were not met; therefore, the nonparametric

equivalent, Spearman Rho, was used to answer research questions searching for associations: 1,
2, and 3. Research questions for the current study were: 1) What is the relationship between
nurses’ perceptions of physician-perpetrated verbal abuse, perceived stress, and coping? 2)
What is the relationship between the nurse-doctor relationship and nurses’ perceptions of power
within an organization? and, 3) What are the relationships between nurses’ perceptions of stress
and coping, and nurses’ perceptions of power within an organization? The fourth research
question, related to the influence of demographics, was as follows: What is the relationship
between nurses’ perceptions of physician-perpetrated verbal abuse, perceived stress and coping,
organizational power and selected demographic variables? Due to either skewness or lack of
normality the continuous variables of age, years in nursing, and number of beds in the facility
were analyzed for associations by Spearman Rho. A Wilks’s Lambda statistical test was used to
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examine the categorical variables including: educational level, institutional location, primary
shift, nursing specialty, and history of abuse as a child or in a relationship, hospital size, location
of employment, and TJC accreditation and presence of zero-tolerance policy regarding abuse.
Wilk’s Lambda is a non-parametric test used in multivariate analysis of variance, as compared to
MANOVA which is the parametric equivalent to test whether there is a difference between the
means of identified groups of subjects on a combination of dependent variables (Crichton, 2000).
Wilk’s Lambda produces results from 0-1, and then F tests (ANOVA) are estimated to determine
the statistical significance of the results. The variables of the VAS and SKAGOA were evaluated
as dependent variables and the demographic nominal data were evaluated as independent
variables. Then, identified demographic data that were statistically significant were evaluated
for effects using an F test. The statistics were used to identify statistically significant
relationships between study variables within the VAS or SKAGOA as they relate to
demographic data.
The fifth research question was: What are the relationships among nurses’ perceptions of
power within an organization and nurses’ perceptions of physician-perpetrated verbal abuse,
perceived stress, and coping? To answer this research question, regression analysis was planned
Assumptions for multiple regression analysis were tested but not met. A correlational matrix was
generated to view the relationships between variables but as addressed in Chapter 4, the strength
of the correlations between variables was considerably weak.
It was originally thought that regression analysis could be used to assess whether verbal
abuse, perceived stress and copying had an influence on RNs’ perceptions of power within an
organization. Using GOAWO as a framework, Outcome Attainment Capability was viewed as
the dependent variable. This however was problematic because Outcome Attainment Capability
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was found to co-vary with every other variable measured by the SKAGOA as a result of
originating from the same instrument including Resources, Environmental Forces, Outcome
Attainment Perspective, Group Leader Outcome Competency, Position Communication
Competency, Role, and Goals and Outcome Competency. It was also thought that specific
demographic variables that were significantly correlated with Outcome Attainment Capability
could be potential predictors. These included gender, race, region in PA where the RN works,
primary shift worked and current work setting. However, on closer examination, the numbers of
nurses per cell were too small for further consideration. In addition, the demographic scores in
several cases did not approximate normal distributions and relationships did not form a linear
line.
The variables under study did meet the assumption of homoscedasticity necessary to
conduct regression analysis. However, because the correlation between the variables was weak;
the lack of the variables meeting parametric criteria; and the small number of nurses per cell
regression analysis was not done. Non-parametric regression analysis was not conducted either
because results of correlational analyses were very weak. In addition, there was a high
probability that spurious results would have resulted due to these results.

3.13 Conclusion
This study was conducted to determine how nurses’ perceptions of power within an
organization influence nurses’ perceptions of physician-perpetrated verbal abuse and resulting
perception of stress and direction of coping behavior. Twelve hundred RNs were randomly
selected in this study. Each was mailed an introduction postcard and a survey packet, followed
by a reminder card, all one week apart. Data collected from 293 subjects was examined to
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determine whether or not assumptions of parametric testing were met to best answer each of the
research questions.
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CHAPTER FOUR
RESULTS AND ANALYSIS
4.1

Results and Analysis
This chapter provides a description of the population under study. In addition, the results

of the analysis of data are presented.

4.2

Description of Sample
This study examined the relationship among RNs’ perceptions of power within an

organization, perception of physician-perpetrated verbal abuse, and perception of stress and
coping behavior. This was accomplished by randomly selecting 1,200 RNs from the total
population of 176,727 RNs registered with the Pennsylvania (PA) State Board of Nursing. PA is
ranked ninth per capita of nurses in the U.S. (HRSA, 2013). Using two separate mailings of
1,200 RNs, a total (N) of 293 surveys were collected. All 293 RNs who responded lived in PA;
with the exception of 6 (2%) who lived in PA but worked in another state. The mean age was
50.02 (SD= 10.9) ranging between 23 and 79 years of age. The mean years of experience
working in nursing was 23.2 (SD=12.3) ranging from 2 to 49 years. The median size of the
number of beds was 150 with the number of beds ranging from 0 – 2700 beds. Table 9 provides
information regarding location of RNs employment including residency, region of employment,
urban vs. rural. Table 10 provides information regarding the nursing specialty. Table 11
provides information regarding work characteristics including: location, nursing position, full
time vs. part time, primary shift, and specialty. Table 12 provides information specific to the
nurse including: if the nurse active in nursing, knowledge of zero tolerance policy, history of
childhood abuse, relationship abuse, gender and race.
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Table 9. Location of Employment (N=293)

Residency
Living in PA
Region of Employment
North East
North Central
North West
Central East
Central
Central West
South East
South Central
South West
Not working in PA
Missing data
Urban vs. Rural
Urban
Rural
Missing

n

Percent

293

100%

70
9
34
5
17
19
49
17
59
6
8

23.9
3.1
11.6
1.7
5.8
6.5
16.7
5.8
20.1
2.0
2.7

143
144
6

48.8
49.1
2.0

n
49
3
9
8
23
18
12
15
12
5
15
18
8
3
6
16
67
6

Percent
16.7
1.0
3.1
2.7
7.8
6.1
4.1
5.1
4.1
1.7
5.1
6.1
2.7
1.0
2.0
5.5
22.9
2.0

Table 10. Nursing Specialty (N=293)
Nursing Specialty
Critical Care-Adult
Critical Care-Pediatrics
Medical
Surgical
Medical-Surgical
Geriatric
Mental Health
Maternal Health
Pediatrics
Child Health
Rehabilitation
Operating Room
Emergency Room
Primary Care
Oncology
Long-term Care
Other
Missing
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Table 11. Location, Nursing Position, Full time versus Part time and Primary Shift (N=293)

Location
Hospital
Nursing home
Physician’s office
Academic setting
Other
Missing
Nursing Position
Staff nurse
Unit manager
Administration
Nurse practitioner
Educator
Staff development
Other
Missing
Full time vs. Part time
Full time
Part time
Missing
Primary shift
7-3
3-11
11-7
7am-7pm
7pm-7am
Variable
Other
Missing

n

Percent

178
22
23
9
55
6

60.8
7.5
7.8
3.1
18.8
2.0

165
27
23
12
14
3
43
6

56.3
9.2
7.8
4.1
4.8
1.0
14.7
2.0

204
84
5

70.8
29.2
1.7

153
14
8
50
22
32
9
5

52.2
4.8
2.7
17.7
7.5
10.9
3.1
1.7
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Table 12. Individual Characteristics of the Nurse (N=293)

Education
Diploma
Associate’s degree
Bachelor’s degree
Master’s Degree
PhD
DNP
Missing
Nursing Activity status
Active
Not active
Missing
Zero Tolerance Policy
Present
Not Present
unknown
Missing
Abused as a Child
Yes
No
Missing
Relationship Abuse
Yes
No
Missing
Gender
Male
Female
Missing
Race
African American
Asian-pacific islander
Native American
White
other
Missing

4.3

n

Study Percentage

54
63
104
59
5
1
7

18.4
21.5
35.5
20.1
1.7
0.3
2.4

272
21
0

93.2
6.8
0

217
27
48
1

74.1
9.2
16.4
.3

57
234
1

19.5
79.9
.3

62
230
1

21.2
78.8
.3

21
269
2

7.2
92.4
.7

7
2
2
276
2
4

2.4
.7
.7
94.2
.7
1.3

Results of Response to the Verbal Abuse Scale
The VAS consisted of the Stress Index, Average Abuse per Year, Strength of Feelings,

Benign Appraisal, Threatening Appraisal, Positive Coping, Negative Coping, Coping
Effectiveness, and Long-Term Negative Effect. The frequency of verbal abuse per year as
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extrapolated from the first section of the Stress Index produced a range from 0-4015 of reported
abusive acts. Because of the instrument structure, a range of means was produced from 118.19
(SD 341.61) to 250.03 (SD 504.26). The mean of reported abusive acts by RNs was 184.0 (SD
409.96) per year. A summary of the results of the VAS are shown in Table 13 including a brief
interpretation of summary of each specific subscale as it relates to the instrument. Table 13
provides a summary of the Strength of Feelings subscale.
Table 13. Verbal Abuse Scale Summary (N=293)
Variable
Range
Range
Mean
Std.
of
of
Deviation
Possible
Actual
Scores
Scores
Stress Index
Average
Abuse per
Year
Stressfulness
of Verbal
Abuse
Benign
Appraisal
Threatening
Appraisal

0 - 396

0 - 396

39.16

53.45

Instrument
Cut Off
Scores related
to
Interpretation
1-66

0-66

0-66

10.21

14.30

1-11

0-66

0-66

17.73

20.76

12-22

Mildly
Stressful

0 - 36

0 - 36

17.48

9.05

13-18

0 - 36

0 - 36

7.99

7.86

7-12

0 - 36

0 - 36

16.59

8.06

13-18

0 - 36

0 - 36

8.42

7.30

7-12

0 - 72

0 - 72

20.19

12.01

13-24

0 - 66

0 - 66

16.84

15.04

12-22

Moderately
Benign
Feelings
Mildly
Threatening.
Moderately
Similar
Behaviors to
Positive
coping
Mildly
Similar to
Negative
Coping
Somewhat
Effective
Mildly
Negative
Long Term
Effect

Positive
Coping

Negative
Coping
Effectiveness
of Coping
Long-Term
Negative
Effects
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Interpretation
of Mean
Scores

Very Mildly
Stressful
Once a month
or less

4.3.2 Strength of Feelings
The second subscale of the VAS was the Strength of Feeling and consisted of 18 different
potential emotions that may result from verbal abuse. Participants were asked to report the
occurrence of the emotion and then quantify the extent of the feelings ranging from mildly
similar to extremely similar to the emotion on a six-point Likert scale. Table 14 provides a
detailed breakdown of the reported frequency and percentage of each reported emotion and the
mean reported extent of that emotion along with standard deviations.
Table 14. Strength of Feelings (N = 246)
Feelings

Frequency

Percentage
Mean
reported
Confused
148
60.1
1.50
Angry
208
84.6
2.96
Sad or hurt
165
67.0
2.10
Shocked/surprised
185
75.2
2.17
Misunderstood
184
74.8
2.20
Shamed
129
52.4
1.52
Responsible
127
51.2
1.33
Embarrassed/humiliated
162
65.9
2.10
Threatened
121
49.1
1.34
Frustrated
209
85.5
3.26
Helpless
147
59.8
1.84
Powerless
150
61.0
1.92
Defeated
128
52.0
1.45
Indifferent
128
52.0
1.18
Intimidated
139
56.5
1.58
Afraid
104
42.2
0.95
Disgusted
180
73.1
2.62
Overwhelmed
151
61.0
1.96
Note. 47 participants did not report emotion as a result of verbal abuse.
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Standard Deviation
1.54
1.86
1.95
1.85
1.86
1.89
1.71
2.02
1.79
1.98
2.01
2.02
1.83
1.49
1.84
1.49
2.17
2.04

4.3.3 Summary VAS
Overall findings indicate a wide range of perceptions related to the frequency of
physician-perpetrated verbal abuse. When stress, positive and negative coping, effectiveness of
coping, and long-term negative effects were evaluated, results indicated that on average RNs
reported the abuse as very mildly stressful and mildly threatening, producing moderately benign
feelings. Coping was considered to be effective, producing only mildly negative long term
effects. The three top strengths of feelings reported were frustration, anger and shock.

4.4

Results and Analysis of Nurses Responses to the SKAGOA
The SKAGOA was used in this study to measure power from two perspectives,

including the RNs’ Capacity and Capability to achieve their goals (Sieloff, 2007). The Capacity
to achieve one’s goals was evaluated by examining a person’s Position, Role in the organization,
Resources available to achieve the goal, and Controlling Effects of Environmental Forces that
influence the RNs’ ability to achieve their goals. This study defines the organization as a hospital
or other organization in which the RN is employed. Capability was evaluated by examining a
person’s Group Leader’s Outcome Attainment Competency, Communication Competency,
Goals/Outcome Competency, Outcome Attainment Perspective, Outcome Attainment Capacity,
and Outcome Attainment Capability. Descriptive statistics were used to examine data obtained
from the SKAGOA and are presented in Table 15. Nurses responded to a five-point Likert scale
(1 = strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; and, 5 = strongly agree) for each
variable measured. The higher the reported score the higher the perception of power. Cut off
scores used to interpret the results differ depending on the range of possible scores per each
variable measured.
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Table 15. Descriptive Statistics of SKAGOA Instrument (N = 293)
Possible
Reported
Mean
SD
Instrument
Interpretation
Range
Ranges
Cut Off
of
of Scores
Scores related
Scores
to
Interpretation
Capacity
Position
4-20
4–20
13.63
3.21
9.3-14.7
Neutral
Role
3-15
3–15
11.24
2.31
11 - 15
Agree
Resources
6-30
6–30
17.97
4.70
14-21.9
Neutral
Control of
7-35
7–35
26.17
4.27
25.7-35
Agree
Environmental
Forces
Capability
Group Leader’s
4-20
4–20
14.62
3.08
14.6-20
Agree
Outcome
Attainment
Competency
Communication
3-15
3–15
9.58
2.5
7.0-10.9
Neutral
Competency
Goals and
4-20
4–20
14.71
2.6
14.6-20
Agree
Outcomes
Competency
Outcome
5-25
5–25
19.58
3.4
18.33-25
Agree
Attainment
Perspective
Outcome
20-100
20–100
69.01
12.1
46.7-73.2
Neutral
Attainment
Capacity
Outcome
36-180
38–180
127.5
20.6
84.0-131.9
Neutral
Attainment
Capability
Note. SKAGOA = Sieloff King Assessment of Group Outcome Attainment; the higher the
reported score the higher the agreement on the specific variable measured.
As shown in the Table 15, because Outcome Attainment Capacity and Outcome
Attainment Capability represent Capacity and Capability in total, one can conclude that RNs
reported that they neither agreed nor disagreed that they had sufficient Capacity or Capability to
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achieve their goals.

Therefore, RNs did not report sufficient responsibility/Role, sufficient

Resources, nursing leaders with the Ability to Communicate, and Capability and Capacity to
achieve their Goals. In addition, study results indicated that RNs did not report being
empowered to achieve their goals within the organization in which they are employed.

4.5

Statistical Results Specific to the Research Questions
The results of the analysis used to answer the research questions in this study are

presented in this section. Correlational statistics were used to answer the research questions.
Because the assumptions of parametric testing were not met, the non-parametric equivalent,
Spearman Rho, was used to answer research questions one, two and three. Significance was set
at 0.05 using a two tailed test of significance. For this study, the magnitude of the relationships
was interpreted as follows: 0.01 to 0.19, a negligible relationship; 0.20 to 0.29, a weak
relationship; 0.30 to 0.39, a moderate relationship; 0.40 to 0.69, a strong relationship; and 0.70
and greater, a very strong relationship (Taylor, 1990). However, this interpretation may not be
appropriate in for all situations. Spearman Rho measures the strength of the monotonic function
between paired data. Monotonic data is data that either never increases or never decreases as its
independent variable increases. As a result, frequency boxplots and scatterplots were created to

visually evaluate for outliers and to evaluate for other possible relationships like quadratic and
non-linear relationships.

4.6 Research Question 1
The first research question was: What are the relationships between RNs’ perceptions of
physician-perpetrated verbal abuse, perceived stress, and coping? Strong significant
relationships were found between perceived stress measured by the Stress Index and frequency
of verbal abuse per year (r s = .94, p < .001), Negative Coping and Average Abuse per Year (r s =
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.46, p < .001), and Long Term Negative Effects and Average Abuse per Year (r s = .51, p <
.001). A strong significant relationship was also found between Negative Coping and Long Term
Negative Effects (r s = .61, p < .001) compared to Positive Coping and Long Term Negative
Effects (r s = .23, p < .001). Although there were strong significant relationships noted between
Average Abuse per Year and Appraisal, it was not possible to determine from the results whether
the frequency of physician-perpetrated verbal abuse influenced RNs’ appraisal of abuse as
benign (r s = .45, p< .001) or threatening (r s = .45, p <.001). In addition, a significant
relationship was found between perceived Stress and Negative Coping (r s =.55, p < .001). The
relationships between VAS subscales and frequency of verbal abuse per year are shown in Table
16.
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Table 16. Relationships between VAS Variables and Average Abuse per Year (N=293)
Stress Benign
Threatening Positive Negative Effectiveness
Index
Appraisal
Appraisal
Coping Coping
of Coping

Long-Term
Negative
Effects
0.60
0.46
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Stress Index
1.00
0.53
0.59
0.33
0.55
0.21
Benign
0.53
1.00
0.57
0.44
0.47
0.37
Appraisal
Threatening
0.59
0.57
1.00
0.32
0.71
0.33
0.64
Appraisal
Positive Coping
0.33
0.44
0.32
1.00
0.28
0.73
0.23
Negative Coping
0.55
0.47
0.71
0.28
1.00
0.33
0.61
Effectiveness of
0.21
0.37
0.33
0.73
0.33
1.00
0.16
Coping
Long-Term
0.60
0.46
0.64
0.23
0.61
0.16
1.00
Negative Effects
Average Abuse
0.94
0.45
0.45
0.29
0.46
0.19
0.51
per Year
Note: VAS = Verbal Abuse Scale; Spearman rho was used to determine the relationships between variables;
P values = < .001 for all relationships.

Average
Abuse per
Year
0.94
0.45
0.45
0.30
0.46
0.19
0.51
1.00

4.7

Research Question 2
The second research question was: What is the relationship between RNs’ perceived

physician-perpetrated verbal abuse and RNs’ perceptions of power within an organization?
Inverse relationships were found between perceived stress, as measured by the Stress Index, for
Average Abuse per Year and SKAGOA variables including Position, Resources, Role, Group
Leader’s Outcome Attainment Competency, Communication Competency, Goals and Outcomes,
Outcomes Attainment Perspective, Outcome Attainment Capacity, and Outcome Attainment
Capability. However, the magnitude of these relationships was very weak. Table 17 displays the
results of the correlation analyses.
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Table 17. Relationships between Perceived Stress, Average Abuse per Year and Variables in SKAGOA (N= 293)
Position

Resources

Role

Group
Communication Goals and
Leader’s
Competency
Outcomes
Outcome
Attainment
Competency
-0.20
0.01
-0.16

Outcome
Attainment
Perspective

Outcome
Attainment
Capacity

Outcome
Attainment
Capability

Stress
-0.24
-0.20
-0.14
-0.14
0-.22
-0.20
Index
P value (<.001)
(<.001)
(.02)
(<.001)
(.822)
(.02)
(.02)
(<.001)
(<.001)
Average
-0.24
-0.21
-0.14
-0.21
0.01
-0.18
-0.18
-0.22
-0.21
Abuse
Per Year
P value (<.001)
(<.001)
(.02)
(<.001)
(.921)
(<.001)
(<.001)
(<.001)
(<.001)
Note. SKAGOA = Sieloff, King Assessment of Group Outcome Attainment; Spearman’s rho was used to determine correlational
values.
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4.8 Research Question 3
The third research question was: What are the relationships between RNs’ perceptions of
stress and coping and RNs’ perceptions of power within an organization? Perceptions of stress
and coping were measured by the VAS and perceptions of power within the organization were
measured by the SKAGOA. Overall there were several statistically significant relationships but
the magnitude of the relationships was very weak. Therefore, overall there were no clinically
significant findings between VAS and SKAGOA variables. Results of these analyses are shown
in Table 18.
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Table 18. Relationships between VAS and SKAGOA Variables (N = 293)
Stress
Benign
Threatening Positive Negative
Index Appraisal
Appraisal
Coping
Coping

Effectiveness
of Coping

Long-Term
Negative
Effects

Average
Abuse
Per Year
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Capacity
Position
-0.24
-0.07
-0.13
0.07
-0.10
0.06
-0.20
-0.24
P value
(<.001)
(.86)
(.06)
(.31)
(.12)
(.35)
(.02)
(<.001)
Resources
-0.20
-0.04
-0.07
0.03
-0.06
-0.04
-0.13
-0.21
P value
(<.001)
(.30)
(.28)
(.64)
(.36)
(.58)
(.05)
(<.001)
Role
-0.14
-0.03
-0.01
0.04
-0.10
0.07
-0.16
-0.14
P value
(.02)
(.62)
(.12)
(.53)
(.12)
(.28)
(.02)
(.02)
Capability
Group Leader’s
-0.20
-0.05
-0.12
0.05
-0.06
-0.03
-0.15
-0.21
Outcome Attainment
Competency
(<.001)
(.06)
(.47)
P value
(.44)
(.13)
(.66)
(.02)
(<.001)
Goals and
-0.16
-0.07
-0.00
0.11
-0.07
0.05
-0.04
-0.18
Outcomes
P value
(<.001)
(.29)
(.16)
(.19)
(.18)
(.47)
(.56)
(<.001)
Outcome Attainment
-0.14
-0.04
-0.02
0.16
-0.08
0.14
-0.10
-.018
Perspective
P value
(.02)
(.51)
(.80)
(.01)
(.24)
(.03)
(.12)
(<.001)
Outcome Attainment
-0.22
-0.04
-0.09
0.10
-0.07
0.06
-0.15
-0.22
Capacity
P value
(<.001)
(.54)
(.16)
(.13)
(.29)
(.40)
(.02)
(<.001)
Outcome Attainment
-0.20
-0.06
-0.08
0.11
-0.07
0.05
-0.14
-0.21
Capability
P value
(<.001)
(.36)
(.21)
(.08)
(.25)
(.42)
(.03)
(<.001)
Note. VAS = Verbal Abuse Scale; SKAGOA = Sieloff, King Assessment of Group Outcome Attainment; Spearman’s rho statistical
tests were used to determine correlational values.

4.9 Research Question 4
The fourth research question was: What is the relationship between RNs’ perceptions of
physician-perpetrated verbal abuse, perceived stress and coping, organizational power and
demographic variables? The relationships of specific demographic variables with the VAS and
SKAGOA were examined. The variables associated with the SKAGOA were not significantly
associated with the demographic variables of age, years in practice, or number of beds in a
facility. A weak but significant relationship was found between Number of Beds in the Facility
and perceived stress as measured by the Stress Index (r s = 0.28, p = .01) and Average Abuse per
Year (r s = .30, p = .001). Others variables measured by the VAS including Benign Appraisal,
Positive Coping, Negative Coping, Long Term Negative Effects, Strength of Feelings were
significantly associated with age, years in practice, and number of beds in a facility although the
strength of these relationships was weak. Table 19 presents the results.
Table 19. Relationships between VAS, SKAGOA and Demographic Variables (N = 293)
Age

Years in
Number of Beds in
Practice
Facility
Stress Index
-0.12
-0.15
0.28
P value
(.04)
(.02)
(.01)
Benign Appraisal
-0.09
-0.13
0.10
P value
(.17)
(.04)
(.12)
Positive Coping
-0.01
-0.10
0.16
P value
(.83)
(.11)
(.02)
Negative Coping
-0.08
-0.18
0.04
P value
(.25)
(.01)
(.51)
Long-Term Negative Effects
0.14(.0
-0.17
0.11
P Value
4)
(.01)
(.09)
Average Abuse per Year
-0.12
-0.16
0.30
P value
(.04)
(.01)
(<.001)
Note. VAS = Verbal Abuse Scale; SKAGOA = Sieloff, King Assessment of Group Outcome
Attainment; Spearman rho statistical tests were used to determine the correlational values.
For categorical variables associated with demographic data, Wilks’s Lambda (Wilks’s Λ)
nonparametric statistical tests were used to determine relationships. Relationships were sought
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between demographic data serving as independent variables and variables associated with the
VAS and SKAOGOA serving as the dependent variables. An F distribution was calculated to
determine if relationships were statistically significant. In regard to the Verbal Abuse, there was
a significant effect on Race [(Wilks’s Λ=0.74 F (32/846) = 2.30, p = .001]); Institutional
Location [(Wilks’s Λ=0.63 F (72/134) = 1.47, p = .01)]; Location of Employment [(Wilks’s
Λ=0.82 F (32/842) = 1.47, p = .05)] and Current Work Position [(Wilks’s Λ=0.47 F (128/1570)
= 1.35, p = .01)]. In regard to Organizational Power, significant relationships were found
specific to: Primary Shift [(Wilks’s Λ=0.75 F (48/1352) = 1.67, p = .01)]; Location of
Employment [(Wilks’s Λ=0.80 F (32/1015) = 1.90, p = .01)]; Education [(Wilks’s Λ=0.80 F
(40/1192) = 1.55, p = .02)]; Current Position [(Wilks’s Λ=0.53 F (128/1909) = 1.32, p = .01)];
and Work Title [(Wilks’s Λ=0.75 F (48/1347) = 1.72, p =.01)]. Table 20 provides more data
related to Wilks’s Λ and F tests conducted on demographic, VAS and SKAGOA variables.
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Table 20. Wilks’s Λ and F test for demographic data related to VAS and SKAGOA (N=293)
VAS
SKAGOA
Active in Nursing Wilks’s Λ
0.93
0.97
F Test/Hypothetical df/Error df
1.04/16/468
.61/16/566
P Value
(.42)
(.88)
TJC Accredited Wilks’s Λ
0.96
0.93
F Test/ Hypothetical df/Error df
.61/16/466
1.28/16/564
P Value
(.878)
(.20)
Zero Tolerance Policy Wilks’s Λ
0.91
0.93
F Test/ Hypothetical df/Error df
1.47/16/466
1.40/16/564
P Value
(.11)
(.14)
History of abuse as a child Wilks’s Λ
0.96
0.95
F Test/ Hypothetical df/Error df
0.64/16/464
0.832/16/564
P Value
(.86)
(.65)
History of abuse in a relationship Wilks’s Λ
0.95
0.99
F Test/ Hypothetical df/Error df
1.46/8/234
.37/8/284
P Value
(.17)
(.93)
Gender Wilks’s Λ
0.93
0.94
F Test/ Hypothetical df/Error df
1.31/16/462
1.15/16/560
P Value
(.32)
(.30)
Race Wilks’s Λ
0.74
0.83
F Test/ Hypothetical df/Error df
2.30/32/846
1.31/40/1205
P Value
*(.01)
(.10)
Institutional Location in PA Wilks’s Λ
0.631
0.735
F Test/Hypothetical df/Error df
1.47/72/1345
1.18/72/1637
P Value
*(.01)
(.14)
Full time Vs. Part time Wilks’s Λ
0.96
0.97
F Test/ Hypothetical df/Error df
1.30/8/231
1.14/8/279
P Value
(.25)
(.34)
Shift Primarily Worked Wilks’s Λ
0.84
0.75
F Test/ Hypothetical df/Error df
.86/48/1116
1.67/48/1352
P Value
(.75)
*(.01)
Urban Vs. Rural Environment Wilks’s Λ
0.94
0.95
F Test/ Hypothetical df/Error df
1.87/8/230
1.74/8/278
P Value
(.07)
(.09)
Location of employment Wilks’s Λ
0.82
0.80
F Test/ Hypothetical df/Error df
1.47/32/842
1.90/32/1015
P Value
*(.05)
*(.01)
Education Level Wilks’s Λ
0.84
0.80
F Test/ Hypothetical df/Error df
0.99/40/987
1.55/40/1192
P Value
(.49)
*(.02)
Current Position Wilks’s Λ
0.47
0.541
F Test Hypothetical df/Error df
1.35/128/1570
1.32/128/1909
P Value
*(.01)
*(.01)
Current Title Wilks’s Λ
0.84
0.747
F Test/ Hypothetical df/Error df
0.82/48/1116
1.717/48/1347
P Value
(.80)
*(.01)
Note. VAS = Verbal Abuse Scale; SKAGOA = Sieloff - King Assessment of Group Outcome
Attainment; df = Degrees of Freedom; *= significant at p ≤ .05.
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Based upon the results of Wilks’s’ Λ, further testing was performed for between subject
effects and it was found that there was a significant effect of Race on Stress Index [F (4) = 2.54,
p=.04], Benign Appraisal [F (4) = 2.55, p=.04] Threatening Appraisal [F (4) =, p= .01] and
Average Abuse per Year [F (4) = 3.2, p=.01]. There was also a significant effect of the
Institutional Location on: Positive Coping [F (9) = 2.22, p=. 02] and Effectiveness of Coping [F
(9) = 2.35, p= .02]. Although Location of Employment was expected to have a significant effect
on the subscales of the VAS, statistical results showed otherwise. In addition, no significance
was found between the current Work Setting and VAS. Table 21 illustrates the results.
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Table 21. Results of F Distribution of VAS on Race, Institutional Location, Location of
Employment and Current Work Setting (N=293)
Race

Institutional
Location

Location of
Employment

Current
Work Setting

VAS
Stress Index
F Distribution
2.54
1.63
2.35
1.46
df
4
9
4
16
P value
*(.04)
(.11)
(.06)
(.12)
Benign Appraisal
F Distribution
2.55
0.78
1.62
1.10
df
4
9
4
16
P value
*(.04)
(.63)
(.17)
(.35)
Threatening Appraisal
F Distribution
5.01
0.61
1.10
1.51
df
4
9
4
16
P value
*(.01)
(.79)
(.36)
(.10)
Positive Coping
F Distribution
0.33
2.22
0.95
1.51
df
4
9
4
16
P value
(.86)
*(.02)
(.44)
(.10)
Negative Coping
F Distribution
1.26
1.07
0.65
1.09
df
4
9
4
16
P value
(.29)
(.39)
(.63)
(.37)
Effectiveness of Coping
F Distribution
1.38
2.35
0.76
1.49
df
4
9
4
16
P value
(.24)
*(.02)
(.55)
(.11)
Long Term Negative Effects
F Distribution
1.93
0.56
1.49
1.67
df
4
9
4
16
P value
(.11)
(.83)
(.21)
(.06)
Average Abuse per year
F Distribution
3.2
1.09
2.35
1.36
df
4
9
4
16
P value
*(.01)
(.37)
(.06)
(.16)
Note. VAS = Verbal Abuse Scale; df = degrees of freedom; * = significant at p ≤ .05.
Based upon the results of Wilks’s’ Λ, further testing was performed for between subject
effects on statistically significant demographic data and the SKAGOA. A significant
relationship was found between Primary Shift and Group Leaders Outcome Attainment
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Competency [F (6) = 5.00, p= .001]. Education had no significance on any of the SKAGOA
variables. Location of Employment, Current Work Wetting and Work Title had significant
impact on several of the variables associated with the SKAGOA as noted in Table 22.
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Table 22. F Distribution on Demographic Capacity and Capability Variables (N=293).
Primary
shift

Location of
Employment

Capacity
Position
F Distribution
1.36
6.29
df
6
4
P value
(.23)
*(<.001)
Resources
F Distribution
1.56
3.43
df
6
4
P value
(.16)
*(.01)
Role
F Distribution
1.37
3.72
df
6
4
P value
(.23)
*(.01)
Control of Environmental Forces
F Distribution
0.92
2.75
df
6
4
P value
(.48)
*(.03)
Capability
Group Leaders Outcome
Attainment Competency
F Distribution
5.0
2.23
df
6
4
P value
*(<.001)
(.06)
Communication Competency
F Distribution
1.91
2.35
df
6
4
P value
(.08)
(.06)
Goals and Outcomes
F Distribution
0.96
2.97
df
6
4
P value
(.46)
*(.02)
Outcome Attainment Perspective
F Distribution
1.68
1.96
df
6
4
P value
(.13)
(.10)
Outcome Attainment Capacity
F Distribution
1.33
4.65
df
6
4
P value
(.25)
*(.01)
Outcome Attainment Capability
F Distribution
1.91
4.29
df
6
4
P value
(.08)
*(.01)
Note. df = degrees of freedom; * = significant at p ≤ .05.
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Education

Current
Work
Setting

Current
Work
Title

0.50
5
(.78)

1.25
16
(.23)

4.37
6
*(<.001)

1.88
5
(.10)

2.31
16
*(.01)

1.71
6
(.12)

0.97
5
(.44)

1.48
16
(.11)

2.92
6
*(.01)

0.63
5
(.68)

1.75
16
*(.04)

1.44
6
(.20)

1.98
5
(.08)

1.12
16
(.34)

2.94
6
*(.01)

0.74
5
(.60)

0.93
16
(.54)

3.96
6
*(.01)

0.98
5
(.43)

1.70
16
*(.05)

4.90
6
*(.01)

0.29
5
(.92)

1.15
16
(.12)

3.09
6
*(.01)

0.75
5
(.58)

2.04
16
*(.01)

2.65
6
*(.02)

0.66
5
(.66)

1.72
16
*(.04)

3.76
6
*(.01)

4.10 Research Question 5
The fifth research question was: What are the relationships among RNs’ perceptions of
power within an organization and RNs’ perceptions of physician-perpetrated verbal abuse,
perceived stress, and coping?
Regression analysis was not performed. However, another option for analysis was to
view Outcome Attainment Capability as the dependent variable and only include the Verbal
Abuse frequency scores, Stress Index scores and coping scores as independent or predictor
variables. Outcome Attainment Capability was significantly associated with the independent
variables, perceptions of physician-perpetrated verbal abuse as measured by Average Abuse per
Year (r s= -0.21 p = .001; r2 = .044), perceived stress as measured by the Stress Index (r s= -0.20
p = .001; r2 = .04), and Long Term Negative Effect (r s= -0.14 p = .03; r2 = .02). There was little
variance as shown in the correlational analysis and the relationships were weak. The higher the
correlation found the more accurate the prediction. Consequently, the variables of interest had
little predictive power on the dependent variable, perceptions of power within an organization as
measured by Outcome Attainment Capability.
Because the assumptions for multiple regression analysis were not met and the
correlations between variables were weak with little variance, regression analysis was not done.
Therefore, the answer to the question, what are the relationships among RNs’ perceptions of
power within an organization and RNs’ perceptions of physician-perpetrated verbal abuse,
perceived stress, and coping was not answered.

4.11 Summary
This study focused on the relationships between RNs’ perceptions of physicianperpetrated abuse, stress, coping effectiveness and organizational power. Knowing these
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relationships can be used to improving coping by the nurses’ relative to physician-perpetrated
verbal abuse and improve the physician-nurse relationship. Upon evaluating the relationships
between stress and coping from physician-perpetrated verbal abuse and organizational power, the
study found that verbal abuse from physicians was a pervasive problem, and that the occurrence
of this abuse may have forced RNs to cope with this negative behavior. This study also found
that nurses neither agreed nor disagreed that they had sufficient organizational power to achieve
their goals. Frequency of Verbal Abuse was not related to lower levels of organizational power.
Demographic variables had variable impact upon one’s perception of physician-perpetrated
verbal abuse, stress, coping and organizational power.
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CHAPTER FIVE
DISCUSSION OF THE RESULTS, CONCLUSIONS, LIMITATIONS,
RECOMMENDATIONS AND IMPLICATIONS FOR PRACTICE
This chapter begins with a discussion of the results specific to the variables studied and
the research questions. Conclusions, limitations, recommendations for future research and
implications for practice are addressed. Lastly, a brief summary is provided.

5.1

Sample
This study examined the relationship among RNs’ perceptions of power within an

organization, perception of physician-perpetrated verbal abuse, and perception of stress and
coping behavior related to that abuse. This study was conducted by randomly selecting RNs who
were licensed to practice nursing in PA. Prior studies have focused on specific nursing
organizations or nursing departments (Manderino & Berkey, 1997; Rosenstein, 2002: Zangaro &
Soeken, 2007). The current study was unique from other studies in this regard and provided a
representative sample of RNs from the state of PA to address the questions at hand.
The Bureau of Health Planning Division of Plan Development (BOHP), PA Department
of Health has reported the mean age of PA nurses to be 49 years (BOHP, 2015). RNs
participating in the current study were only slightly older. In addition, national statistics claim
that that more than one-third of the total nursing workforce in the U.S. is over the age of 50
(HRSA, 2013). Therefore, the sample of RNs participating in this study was representative of
both PA and national statistics on age. Only 21 men participated in this study accounting for less
than 10% of the total number of RNs that participated in this study. This too is representative of
male RNs working in PA at 8% (BOHP, 2015) and similar to the number of male RNs that have
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participated in other studies (Rosenstein. & ODaniel 2008). Two-hundred seventy-six (94.2%)
nurses identified themselves as white, which was similar to the PA statistics of 91% (BOHP,
2015) and similar to prior research subjects (Coombs & Ersser, 2004; Cox, 1991; Manderino &
Berkey, 1997; Rosenstein, 2002; Rosenstein & O'Daniel, 2006; Sofield & Salmond, 2003).
Representation of PA statistics on education preparation was also similar. RNs in this
study reported that 18.4% held diploma degrees as compared to 23% recorded by the BOHP;
21.5% reported having associated degrees compared to 28% recorded by the BOHP; and, 35.5%
reported Bachelor’s degrees compared to 39% recorded by the BOHP. However, over twice as
many RNs in the current study had a Master’s degree compared to BOHP reporting of 9%.
However, despite a state and national representation of RNs, a solid conclusion related to
demographics and the association between physical perpetrated abuses could not be found. In
this study, results showed that years in practice and age influenced most of the variables
associated with the VAS, or verbal abuse acts. Past research has revealed that experienced nurses
have been shown to report an increase in abuse (Echernacht, 1999; Manderino & Berkey 1997).
However, results of other studies have also suggested that the less experience a RN had in
practice the more frequently the RN perceived abuse, stress, coping and long term negative
effects (Echernacht, 1999). Further, being younger in age, has been associated with a higher
incidence of abuse in other study (Echernacht, 1999).
Inconsistent results have also been noted in the literature regarding the setting in which a
RN works and WPV. In this study results showed that the RNs’ work setting was significantly
associated with their perceptions of how the nurse perceived verbal abuse from physicians, how
the nurse’s copes with this abuse and how the nurse perceives their level of power. Several
studies have shown that RNs in the ED setting experienced more WPV than nurses in other
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departments (Labig, 1995; Stagg et al, 2011). Yet, Rosenstein (2002) did not find any
relationship to setting and verbal abuse. However, in the current study results must be
interpreted with caution because of the small and uneven number of nurses that worked in any
one specific nursing unit.
The number of beds in the facility had a significant relationship with perceived stress and
average abuse per year. It may be that the greater number of beds in a facility, and presumably
the more patients, physicians, and other health care professionals, the greater the level of
perceived stress experienced by RNs. Consequently, the results may be a reflection of perceived
stress associated with the department in which the RN works rather than frequency of verbal
abuse per year. Also, this study did not account for the RNs’ perception of stress from all
sources. This can include home stress as well as work related stress. The impact of how one
perceived stress and copes with stress is not confined to the work environment. Therefore, the
perception and coping of stress from all sources may play a role in perception and coping of
physician-perpetrated abuse.
Another demographic variable frequently noted in studies on WPV includes past history
of abuse as a child or from an intimate partner. Past history of being abused as a child has been
shown to impact a person’s response to current abuse (Irwin, 1999). Through the theory of revictimization, people abused in the past are more likely to be abused again (Irwin, 1999). In
Irwin’s study (1999), nurses who reported being emotionally, physically, or sexually harmed by
an adult when they were children were more likely to report abuse when they were an adult.
However, results of the current study are inconsistent with Irwin’s research or findings by
Anderson (2002). The current study found that past abuse as a child had no relationship to
current abuse frequency from physicians. This may be because of a lack of disclosure of
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childhood abuse or that RNs experiencing childhood abuse minimize and define differently acts
of verbal abuse as an adult, much like they appeared to minimize the abuse experienced at work.
Because this study only assessed the frequency of verbal abuse and from only physicians, it is
unknown if RNs with a report of childhood abuse are involved with more, or other types, of
abuse from patients or peers. Also RNs with a past history of intimate partner abuse may define
the acts of verbal abuse by physicians as “normal” because they are similar or even minor,
compared to those seen at home.
Of interest was the lack of a relationship found between those employed at TJC
accredited facilities and decreased perception of verbal abuse. No relationship was found in
regard to awareness of the zero-tolerance policy for abuse and perception of verbal abuse. This
lack of policy recognition by RNs and the lack of an effective institutional policy are of concern.
In 2007, TJC mandated a zero-tolerance policy for disruptive behavior and verbal abuse (JCHO,
2008). In spite of this, RNs in this study still reported a very large number of abusive acts from
physicians over the past year, suggesting that the policies are minimally effective at best.
Whether or not these abusive acts were reported to management or what the enforcement policy
would be is not known. Overall, unfortunately, reactions to abuse by the RNs appeared to be
much the same as in the past. Past research showed that nurses reported feelings of humiliation
following physician-perpetrated verbal abuse (Degilo, 2000). A second study using the VAS
found that nurses reported their top three feelings resulting from physician-perpetrated verbal
abuse to be anger, frustration and disgust (Manderino & Berkey, 1997). Interestingly, this study
also found that the top three reported feelings were frustration, anger and disgust. After decades
to still see that nurses may just accept verbal abuse from physicians because of their position of
authority over RNs and accept this behavior as a normal part of their job is disquieting.
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5.2

Results from Research Questions
Historically, nurses and physicians have engaged in a relationship of conflict (Keddy, et

al., 1986). As nurses worked to become more autonomous, physicians described feelings of
puzzlement, confusion, betrayal, and anger (Stein & Watts, 1990). As nurses increased their
autonomy, abusive acts such as inappropriate behavior, verbal, emotional, and physical abuse,
and sexual harassment also increased (Cox, 1991; Rosenstein & O'Daniel, 2005). The results of
this study are consistent with prior research in that physician-perpetrated verbal abuse is a
pervasive problem facing our current RN work force. Consequences of verbal abuse have been
shown to negatively impact RNs (Rosenstein, 2002) including negative psychological impact and
feelings of fear (Manderino & Berkey, 1997), along with, the desire to leave the profession
(Zangaro & Soeken, 2007).
This study suggested that physician-perpetrated abuse toward RNs continues to be
rampant. However, these study RNs defined the existing abuse as only mildly stressful or
threatening, with few negative long term effects. They related that their coping strategies were
effective. Yet, on the other hand, they felt powerless and disempowered to change the
circumstances. This finding suggests the philosophy among nurses that has been in the literature
for decades - it’s all part of the job. This study’s demographics may have played a large role in
this outcome. The older nurse, in his or her 50’s has made a decision to stay loyal to the
profession, regardless. Perhaps perceiving fewer alternatives for work than the younger nurse,
they have figured out a way to survive the setting as best they can. Interestingly, however, RNs
believed that their coping was effective regardless of whether positive and/or negative coping
strategies were used. There was no significant difference in the effectiveness of either approach
to coping with physician-perpetrated verbal abuse. The concern is that negative coping, which
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included drinking and/or smoking was reported to be as effective as talking with other staff about
the behavior. Unfortunately, whether or not those with poorer coping behaviors, including
potential denial, had incurred more stress and experienced more consequences was not examined
in this cross sectional study.
In the current study the younger, less experienced RN reported more abuse. This is new
for the novice RN and coping skills are not honed from experience. It is possible that his/her
school of nursing cushioned or did not address information related to the potential for verbal
abuse in the environment in which the graduate nurse was about to enter, so she or he enters the
workforce unprepared.
The powerlessness that all subjects perceived and their chosen actions can parallel
women abused by their partners. Over time abused women tend to perceive themselves as
powerless to stop partner abuse (Schalkwyk, 2014). Within the body of research on intimate
partner violence, a form of psychological aggression has been noted that is similar to WPV in the
form of verbal abuse from physicians directed toward RNs. This form of abuse is referred to as
expressive aggression which can include name calling, insults, humiliation, or other forms of
verbal abuse. (Hoff, 2012) The impact of this form of aggression includes: low self-esteem, fear,
isolation, minimizing the abuse, helplessness, powerlessness, risky behavior, posttraumatic
stress, and poor physical health (Hoff, 2012). This study supports the idea that RNs’ reactions at
work parallel the responses of battered women in the home. The event is appraised as negative
but the perceived lack of power prevents action. The RNs, like the women experiencing partner
violence, tended to minimize, normalize, and rationalize the abusive behavior because they
perceived themselves as powerless to change it. This reaction of apathy, as frequently noted by
healthcare providers of battered women, is itself a form of coping. RNs in this study may be
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attempting to minimize the perception of the abuse from physicians. The more seasoned RNs,
who made up a majority of the sample, perceived powerlessness to stop the physicianperpetrated abuse. They reported poor coping, apathy and inaction regarding physicianperpetrated verbal abuse. The RNs felt stifled and unable to act. They felt no support from the
workplace. Nurses’ perceptions of powerlessness in handling abuse as noted by Manderino and
Berkey (1997) may be related to a lack of power within the organization in which they were
employed.
RNs reported that they were essentially neutral in their perceptions of variables related to
organizational power. In other words, from the RNs’ perspective the lack of organizational
power may lead to managements’ inability to assist them or was a detriment in providing them
with the resources needed to achieve their goals. Management should have the power to improve
the RNs daily working life. To facilitate change, RNs must believe they can make changes, with
the help of management, to improve their workplace and prevent/reduce abuse. However, this
study showed findings which reflected just the opposite. RNs did not feel empowered to make
changes, did not feel they had the help of management, and felt that they lacked the resources
needed to make changes. Management may be as apathetic to the abuse as the staff they
supervise. Education, however, has been found to impact the RNs’ perception of organizational
power. This suggests that a higher level of education may help nurses feel empowered and thus,
be more capable to stop the abuse (Calvete, et al., 2008) or appraise the situation in different
terms and outcomes. Research to further explore relationships between educations, coping and
abuse is needed to further evaluate the relationship of these variables and their potential impact
on decreasing the occurrence of abuse.
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Prior research has revealed that nurses were aware of patient harm and even patient
death as result of physician-perpetrated abuse, yet the abuse still continued (Veltman, 2007).
Several studies support the finding that nurses report feelings of powerlessness to stop physicianperpetrated verbal abuse (Keddy, et al., 1986; Manojlovich, 2005; Rosenstein, 2002; Rosenstein
& O'Daniel, 2008;Wolfe & McCaffrey, 2007). If RNs do not have management support,
additional resources, skills, and communication abilities to promote positive change, including
creating a therapeutic, effective relationship with the physician, abuse will most likely continue
within the organization.

5.3

Conclusions
Based on the results of this study, physician-perpetrated verbal abuse toward RNs is

prevalent and remains a problem despite numerous interventions, policy changes, and much
attention. More seasoned nurses were found to report significantly higher amounts of abuse.
With conflicting findings among studies, the importance of time rendered as a RN as it relates to
abuse suggests that regardless of other demographic characteristics, all RNs are potentially
vulnerable to WPV but additional research is needed.
RNs in this study perceived verbal abuse from physicians as only mildly stressful which
dictated their responses to the event. Reactions reflected a perception that they accepted the
verbal abuse as part of the job; yet, RNs applied positive and negative coping behaviors in the
abusive situation. Negative coping techniques of increased drinking and smoking were
considered useful techniques to deal with the situation. The impact of negative coping was not
clear. Of greatest concern are the recognized long term negative effects to RNs when forced to
experience such a situation. Prior research had suggested that the outcome of WPV produces a
need to cope may be persistent with post-traumatic stress (Niiyama, et al., 2008). However,
health consequences were not explored in this study. The ability to positively cope increased
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with higher levels of nursing education and less perceived stress suggesting ability of educated or
stress reduction interventions might be helpful.
The belief held by RNs that abuse is part of the job stems from the fact that it has always
been present despite efforts of RNs and administration to change this mindset. With little
decrease over time and support of RNs by administration, apathy ensues with just the basic
survivor techniques to get though the day. RNs have historically reported feelings of
powerlessness regarding physician-perpetrated verbal abuse. This current study suggested that
RNs do not believe that leaders in nursing have sufficient ability to lead them to their goal to
decrease abuse within their organization. This suggests that not just RNs but management staff
may be apathetic toward abuse because of powerlessness as well. Therefore, increasing ALL
RNs’ power levels in the organization may be useful. However, managerial resources and
support are needed to produce change and empowerment within their organizations.
A change in perspective and attitude toward physician-perpetrated abuse is needed.
Currently it appears that nurses are apathetic and in denial to the abuse physician-perpetrated
verbal abuse because it has gone on for so long without a solution. Therefore, RNs and nursing
administration need to recognize and be educated that these behaviors are not a normal part of
their work, or they will never perceive the need to stop it. This should start as early as nursing
school, as new RNs progress to more seasoned RNs then they may be in a position to recognize
and stop this abuse. As this occurs they can facilitate an environmental change from one of
acceptance of abuse to one of support for the RNs in stopping the abuse.

5.4

Strengths/Limitations
The study had several strengths but also limitations. A major strength of the study is the

state wide representativeness of the random sample including nurses within numerous settings
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and specialties. This aids in understanding RNs as a more diverse group. Further, this is one of
the few studies to examine physician-perpetrated WPV upon RNs, from a perspective of unequal
power. A power analysis aided in acquiring a sufficient number of subjects for examining the
research questions.
This study also has several limitations. The results of this study cannot be generalized to
other states or nationally due to several study biases. The first limitation relates to responder and
sample biases. This study only examined RNs from PA for perceptions of physician-perpetrated
verbal abuse only. Even though the nurses were randomly selected, the response rate was only
24.4% response from the selected participant pool of 1200 which inversely 74.6% of participants
did not respond. Also of the 176,727 potential subjects of RNs from the list of all RNs registered
with the Pennsylvania State Board of Nursing, only 293 responded, which represents only .002%
of the population. Racial characteristics and other demographics of the sample produced a
sample bias with small cell sizes and unbalanced numbers. Of the 74.6% not responding, it is
unknown how their responses may have changed the findings. Furthermore, the motivation of
those who did return the surveys is unknown. Their choice to respond may be related to strong,
lingering feelings supporting or refuting the information collected related to past interpersonal
abuses as both individual and employee. Any past abuse directed toward the nurse throughout
his/her career may impact the perception of the abuse in the workplace setting and potentially
result in inaccuracies in reporting and potentially minimizing this negative behavior. It is
possible that a person who had been a victim of intimate partner violence or any other traumatic
event may not have been interested in participating in this study for fear of retriggering emotions
of the abuse. Even though the characteristics of abused women and male nurses experiencing
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verbal abuse were noted to be similar, the small number of nurses disclosing a history of abuse
prevented the full understanding of how this variable may link with WPV.
The second limitation relates to recall bias. This study focused on measuring past WPV
as recalled by the participant over the past year. The accuracy of this type of reporting method
varies and may not represent the RNs’ true perceptions; whereas, only the most serious events
may be remembered.
Instrumentation selection was a limitation as well. The SKAGOA was not intended to be
used in multiple settings as it was used in this research. Therefore, the impact of sending out this
instrument to multiple facilities, including non-hospital based facilities may have had an impact
on the reliability and validity of the results.

5.5

Recommendations for Future Research
This study included a sample population from only Pennsylvania. Even though sampling

an entire state is unique to this area of research, further research measuring RNs on a national
level is needed to generalize findings and better understand physician-perpetrated verbal abuse.
A large stratified study examining specific demographic characteristics is needed to explore the
impact of the many demographic variables upon the perception of WPV, and specifically
physician-perpetrated verbal abuse.
Also cluster sampling of multi state sites for comparison purposes and better
representativeness of the national RN workforce could be recommended. Although the total
sample size of RNs participating in this study was relatively large, a breakdown of demographic
subcategories led to small, uneven cells. Consequently, many of the relationships found between
the demographic variables and the major variables under study although significant, were weak
and provided little meaning. Future studies incorporating a variety of recruitment activities can
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increase participation of specific demographics of most importance, including gender, education,
and race. Thus, a stratified sampling strategy can also be suggested for future studies. Studies
examining gender as it relates to workplace violence remain inconsistent. With the national rate
of male RNs considerably lower than the rate for females, a better analysis of the gender variable
may be obtained via disproportionate sampling.
In this study, education was found to have a statistically significant impact on RNs’
abilities to effectively cope with physician-perpetrated verbal abuse; however, education per se
had no influence on the frequency of verbal abuse. Further research is needed to determine
whether these results were due to sample bias or other undetermined factors.
Another important recommendation for further research relates to the impact of verbal
abuse on nurses. Several studies (Rosenstein, 2002; Manderino & Berkey, 1997; Veltman, 2007),
including the current one, have shown the consequences of verbal abuse as having a negative
impact on nurses. Even though this study suggested that RNs perceived the verbal abuse from
physicians was only mildly stressful and mildly threatening and had only moderately benign
feelings in response to its occurrence, their selection of coping behaviors can have severe
consequences. Research that focuses on the long-term effects of verbal abuse, coping behaviors,
and RNs’ responses within the context of accepting verbal abuse as “part of the job” should be
further explored. A longitudinal study evaluating nurses’ perceptions of abuse and coping
throughout their careers and how their perceptions change over time may aid in the identification
of the origin of that philosophy and its effects. Mental and physical health consequences of
nurses exposed to WPV for decades are also an important area of study.
Related to the above findings, this study found that RNs used moderately similar positive
coping skills and a variety of negative coping skills to deal with physician-perpetrated verbal
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abuse. Another instrument that identifies coping strategies and clearly differentiates between
positive and negative coping skills may be useful to further substantiate these results. In addition,
further research should also evaluate whether or not a prior history of traumatic events, including
long buried WPV, and potentially preexisting depression or post-traumatic stress has any
influence on coping strategies and skills and frequency of physician-perpetrated verbal abuse
within the nursing population.
As expected RNs perceived a lack of power within their organization; however, the
unexpected lack of relationship between power and verbal abuse suggests the need for further
research to evaluate this relationship through a different lens. Therefore, it is recommended that a
different theoretical framework be constructed to guide the study and a different instrument be
identified to measure perception of power within an organization. A combination of extraneous
or confounding and, perhaps, mediating variables may need further examination as well to better
understand the relationship between power and verbal abuse.
The development and testing of educational interventions and stress reduction treatments
may be used to increase empowerment of RNs and increase leadership skills among management
personnel may increase the recognition of abuse in the workplace and provide increased power to
act. These educational interventions would need to be developed and tested over time to
determine long term effectiveness.
Lastly, it may also be helpful to explore RNs experiences with physician-perpetrated
verbal abuse through phenomenological methods of inquiry. In addition, qualitative research
designs may be useful in determining what, if any, information RNs and managers received in
nursing school, orientation, or early in their careers in regard to WPV or in this case, physicianperpetrated verbal abuse. Understanding what information is known may shed additional light on
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this phenomenon. It may also be helpful to explore knowledge and attitudes of physicians
regarding verbal abuse and their perspective of the RN’s role in the healthcare organization.
Although RNs generally have more contact with physicians than do other health professionals,
and hence, are the most likely of health care providers to receive abuse, future research is also
warranted among other health professionals such as physical and speech therapists, and
pharmacists. It may also be interesting to study the non-nurse provider’s perceptions of
physician-perpetrated verbal abuse toward nurses. An unbiased view may yield numerous
insights from a different perspective.

5.6 Implications for Practice
This study supports others’ works who have found that abuse is rampant in the
workplace. Because of the potential consequences of abuse, the apparent apathetic reaction to
abuse by both staff and management personnel suggests the need for several implications to
practice to be addressed. The first area of practice is in regard to assisting RNs to recognize and
respond to abuse. It is necessary to teach all RNs and nursing students to recognize abuse and
its consequences. All nurses and students alike should be taught what they can do about
physician-perpetrated verbal abuse early in their careers. They also need to be educated about
what support they may or may not have to assist them in dealing with this abuse. Information
for pre-nursing students related to all forms of abuse and all potential perpetrators should be a
part of all nursing program curricula. Communication strategies and methods of dealing with
the abuser should be addressed with all nursing students so that they may be able to deal with
the abuse in a constructive manner should it occur.
Physicians also need to be educated. Medical students as well as physicians in practice
need to be taught and trained how to work as part of a team without using abusive behaviors.
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They need to be taught how to cope with the stress of their position without showing aggression
toward nurses and other staff around them.
Furthermore, continued education is needed to aid in the recognition of abuse and its
short and long term consequences. This knowledge can guide the RN to identify symptoms
within him/her as well as possibly screen each other for negative coping behaviors and
consequences related to physician-perpetrated verbal abuse. Nurses need to be aware of
unhealthy behaviors representative of poor coping such as the use of alcohol, smoking, over
eating, and other non-healthy habits in an effort to cope can lead to depression, anxiety, posttraumatic stress, and other mental health issues. Therefore, education of the RNs work force to
screen and deal with these negative outcomes is needed. This can be done as part of RN
education or in the work of mandatory continuous education of RNs regarding abuse and
coping.
Nurse Managers and administrators must also become more aware and proactive.
Education related to building strong leadership with good communication skills should be
ongoing. Management must place a higher priority on the recognition of abuse at the bedside
and its consequences to the RN and patient/family. Support of the RN by administration when
abusive acts occur and a response for all reported events is a start. Management must recognize
that they are part of the problem related to physician-perpetrated verbal abuse. They are part of
the problem by either a lack of recognition of verbal abuse as a problem or by tolerating this
form of abuse. To accomplish this, first nurses in management programs must be educated
about verbal abuse from physicians and the impact that it has upon nurses. Secondly,
information regarding physician-perpetrated verbal abuse and its impact must be disseminated
to current nursing management personal. Thirdly, polices need enforced regarding zero-
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tolerance of physician-perpetrated verbal abuse. This study suggests that the effectiveness of the
TJC zero-tolerance policy for verbal abuse is at most minimally effective and at the least not
effective in decreasing verbal abuse from physicians, because the policy is not being enforced.
There is a need to strengthen the relationship between nurses, physicians and management and
therefore, mutual respect.

5.7 Summary
The Group Outcome Attainment within Organizations (GOAWO) theory (Sieloff, 2007)
guided this research to evaluate nurses’ perceptions of power and their ability to achieve goals
within an interactional organizational system. GOAWO was used to evaluate group power
from two main areas: nurses’ Capacity and Capability to achieve their goals (Sieloff, 2007).
The presence of physician-perpetrated verbal abuse, nurses’ associated coping and nurse’s
perception of organizational power was explored in this study. The results may be used to assist
in improving the nurse-physician relationship.
Physician-perpetrated verbal abuse toward RNs is prevalent and remains a problem
within the nursing profession. It has been recognized that this form of abuse negatively impacts
RNs emotionally and, therefore, in their patient care decisions. There is clearly a lack of power
within nursing to deal with physician-perpetrated abuse. As a result, apathy in regard to
physician-perpetrated abuse may become the norm. It is necessary to deal with and overcome
apathy in order to effectively stop physician-perpetrated abuse.
There is also the need to determine whether implementation of interventions and zero
tolerance policy mandates can stop abuse. This study offered some important insights; however,
additional research is needed to further understand the numerous contributing variables that
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support physician-perpetrated verbal abuse among RNs, their reactions to this abuse, how they
manage it, and with what consequences.
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CHAPTER SIX
EXECUTIVE SUMMARY
6.1

Introduction
This chapter presents a summary of the key findings of the study within the context of

prior research for enhanced clarity and. understanding. Additionally this chapter discusses the
study’s statistical limitations related to the volume of bivariate statistical tests used in addressing
the research questions.

6.2

Pertinent Findings
This study focused on exploring relationships between RNs’ perceptions of physician-

perpetrated abuse, stress, coping and organizational power. It is anticipated that knowledge of
these relationships can be used to improve coping by nurses relative to physician-perpetrated
verbal abuse, which indirectly may help in improving the physician-nurse relationship.
Prior research has shown that since the 1920s, nurses and physicians have engaged in a
conflicted relationship (Keddy, et al., 1986). This study’s findings supported prior work in the
area that verbal abuse from physicians to nurses was a pervasive problem. Despite this study’s
poor response rate, 243 of the 296 study participants, or 83.95%, reported some form of verbal
abuse from physicians in the past year. Whether only nurses most affected by verbal abuse
responded to the study is unknown but other researchers has found that as many as 96.7% (Cox,
1991) of staff nurses and 78% of physicians (Rosenstein, 2002) have either witnessed or
experienced verbal abuse from physicians. A recent study of 800 health care providers found
that 70% of respondents reported physician disruptive behavior occurring monthly; 10% reported
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daily occurrences; and, 99% reported that these behaviors impacted patient’s care (Gessler,
Rosenstein, & Ferron, 2012).
The Doctor-Nurse Game (Stein, 1967) was one of the first documented perspectives of
the interaction between nurses and physicians. Stein suggested then that conflict between nurses
and physicians would increase as nurses attempted to challenge the hierarchical position of the
physician. Prior studies have supported that contention and as the nurse gained autonomy,
abusive behaviors such as inappropriate behaviors, verbal abuse, emotional abuse, physical
abuse, and sexual harassment by physicians toward nurses has continued and escalated overtime
(Cox, 1991; Rosenstein & O'Daniel, 2005; Gessler, Rosenstein, & Ferron, 2012). The current
study found that the mean of reported abusive acts from physicians toward RNs was 184.0 (SD =
409.96) per year. This is an alarmingly high number but reflects earlier predictions. Currently,
nurses are attempting to become more independent and serve in less subservient roles in PA.
RNs in PA are embracing the idea of nurse practitioner licensure and the resulting gain in
independence of the nursing profession.
The consequences of verbal abuse including negative physiological impact (Manderino &
Berkey, 1997), feelings of fear (Manderino & Berkey, 1997), and a desire to leave the profession
(Zangaro & Soeken, 2007) have been noted and cannot be underestimated. Nurses have
reported feelings of humiliation (Degilo, 2000), anger, frustration, disgust, powerlessness, and
helplessness (Manderino & Berkey, 1997). RNs experiencing physician-perpetrated verbal
abuse have reported low job satisfaction, poor commitment to the organization in which they
work, and a perception of little support from their supervisors when they reported (Brewer, et al,
2013).
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Several past studies also showed that a major consequence of perceived physicianperpetrated abuse was stress ( Cox, 1991; Cook, et al., 2001; Hinchberber, 2009; Manojlovich,
2005; Rosenstein & ODaniel, 2008). In fact, RNs reported that the stress from verbal abuse
originating from physicians was more stressful than that from other RNs, patients and other
sources (Vessey, Demarco, Gaffney, & Budin, 2009). In addition, coping responses are
influenced by RNs’ perceived stress levels from the abuse (Simoni & Paterson, 1997). Several
studies have shown a high level of stress among nurses ( Cox, 1991; Cook, et al., 2001;
Hinchberber, 2009; Manojlovich, 2005; Rosenstein & ODaniel, 2008). In the current study
nurses were found to have reported verbal abuse as very mildly stressful.
Interestingly, while showing high frequencies of verbal abuse, the nurses reported the
behavior as only mildly stressful. At first glance, this may seem somewhat inconsistent. Besides
the recognized sample bias, the mean age for the nurse participants was 50.02 (SD= 10.9)
ranging between 23 and 79 years of age. The mean years of experience working in nursing was
23.2 (SD=12.3) ranging from 2 to 49 years. It may be suggested that given the majority of RNs
in this study was veterans more accumulated tolerance of verbal abuse from physicians had
developed and consequently, different coping strategies evolved to minimize the perception of
stress from the abuse. This possible “hardiness” developed over the years refers to a coping
response where as a stressor is perceived as less stressful. Of benefit to these nurses, the presence
of hardiness has been linked to less burnout (Simoni & Paterson, 1997). Further, over time,
nurses in this study may have come to perceive abuse as a normal part of their daily activity. A
belief frequently held by RNs is that abuse is “part of the job”. This belief stems from the fact
that physician-perpetrated verbal abuse has always been present despite efforts of RNs and
administration.
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Other specific coping strategies linked with verbal abuse vary among nurses. Some of
these strategies include behaviors such as withdrawing from the situation, avoiding the
physician, and being silent toward the physician (Cook, Green, & Topp, 2001). This study found
that most RNs reported coping with physician-perpetrated verbal abuse in a positive manner and
to a lesser extent, negative coping was reported. However, RNs reported that both positive
coping and negative coping strategies were effective in dealing with physician-perpetrated verbal
abuse. This is consistent with prior research that the method of coping had no impact upon the
effectiveness of the strategy (Simoni & Paterson, 1997). However, negative coping continues
among nurses and is a concern because of the negative impact sustained.
Regardless of the type of coping behaviors used, negative outcomes have been noted
when the person perceives the behavior as stressful (Niiyama, et al., 2008). Niiyama and
colleagues suggested that both positive and negative coping in general could lead to persistent
traumatic stress or post-traumatic stress disorder. While the current study supports Niiyama’s
work, others have found opposite findings. Lazarus and Folkman (1984) asserted that only
positive coping to a stressful event produced positive outcomes.
Because of this pervading concern in the nurses’ work place, researchers have also
examined the nurses’ role within the organization in which they work. The role was a term to
refer to the perception of one’s position within the organization. The inference was that the
higher the role the more power the nurse may possess and therefore are less affected by violence
within the organization in which they work. However, studies (Keddy, et al., 1986; Manojlovich,
2005; Rosenstein & O'Daniel, 2008; Woelfle & McCaffrey, 2007) suggested that nurses do not
have control of their role in healthcare organizations, and that physicians have control over
several aspects of the nursing profession (Keddy, et al., 1986; Rosenstein & O'Daniel, 2006).
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Consequently, this may result in nurses’ perceptions of powerlessness. This study examined
power specifically from an organizational perspective, and found that nurses neither agreed nor
disagreed that they had sufficient organizational power to achieve their goals. Therefore, it may
be that nurses are unaware of, do not care about, or lack positions of control in the organizations
in which they are employed.
Powerlessness and hopelessness have been demonstrated in the past to be related to
physician-perpetrated verbal abuse (Cook, et al., 2001; Manderino & Berkey, 1997). The lack of
power may originate in the organizations in which nurses are employed as a result of poor nursephysician interactions (Lashcinger & Sabaston, 2000). However, this study does not support, nor
refute this conclusion. It might be that the perception of powerlessness is only partially related
to the lack of organizational support. The perception of powerlessness may be related to other
factors that have not yet been investigated.
Therefore, it may be that RNs perceive power as insufficient to achieve their goals.
Essentially, the nurses are not powerlessness, but lack sufficient power to make the needed
changes. A lack of organizational power has been linked to lower level of autonomy for nurses
(Freshwater, 2000), less utilization of resources (Sieloff, 2007), less use of appropriate
disciplinary techniques (Hou, 2004), and less power over ethical decision making (Erlan & Frost,
1991). This study supports prior research and showed that there may be insufficient power to
make the needed changes within an organization to address the problems of RNs on a regular
basis.
It may also be that the RNs neither agreed nor disagreed that they had sufficient
organizational power to achieve their goals due to apathy. These RNs may have simply accepted
that management has not been effective at dealing with physician-perpetrated verbal abuse in the
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past and little has changed and thus, have no specific opinion related to amount of power that
they may or may not possess. Results and interpretation of RNs’ perception of power are not
conclusive and therefore, additional research will be needed.

6.3

Summary of Key Demographic Findings
Prior research has revealed that selected demographic variables can impact an RNs’

perception of physician-perpetrated verbal abuse, stress, coping and organizational power.
However, this study supported the majority of other works that describe demographic
inconsistencies.
First, education is typically an important variable because of its positive impact upon a
person’s coping skills (Calvete, Corral, & Estevez, 2008). However, the influence of education
on WPV is inconsistent (Cox, 1991). Generally, the higher the education, the higher the level of
autonomy (Cajulis, 2007). However, it may be that the educational level of the nurse is not as
relative to WPV in regard to resources and different coping skills (Anderson, 2006; Cajulis &
Fitzpatrick; Rosenstein & O’Daniel, 2005). This study found that in regard to Organizational
Power, significant relationships were found related to education [(Wilks’s Λ=0.80 F (40/1192) =
1.55, p = .02)] but no relationship was found between coping and education [Wilks’s Λ=0.84 F
(40/987) = .99, p = .49)]. These results suggest that the higher the educational level of the
nurse, the higher their perception of organizational power and also that educational level may not
influence the nurse’s perception of verbal abuse and coping as suggested in previous work
(Cajulis, 2007). It is not known why coping and educational level were not related in this study,
but may be a result of sample bias in that the sample consisted of more seasoned nurses than
new graduates or nurses that had only been practicing for a few years. Although length of time
away from a formal educational setting does not change the educational level of the nurse, it may
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be that the impact of education on coping diminishes overtime. Additional research is needed to
further investigate these relationships.
Inexperience which can be defined as minimal exposure dealing with the public, little
confidence in knowledge, or younger age has been shown to increase the risk of abuse
(Echernacht, 1999). Not knowing how to effectively deal with conflict and resolve problems
may enhance the risk of being abused. However, as noted in the literature, age as well as other
demographic variables has not been shown to consistently influence abuse across studies (Cook,
et al., 2001; Manderino & Berkey, 1997; Rosenstein & O’Daniel, 2005). The current study
supported experience as a contributor in the perceptions of verbal abuse. Statistically significant
but weak inverse relationships between Years in Practice and Average Abuse per Year (r s= 0.16, p = .01) and between age and Average Abuse per Year (r s= -0.12, p = .04) was found.
Therefore, the more experienced nurses are dealing with abuse in a more effective manner, or the
older nurses are simply accepting the behavior as part of the job and coping by minimizing the
frequency and impact of the problem. They may be demonstrating hardiness toward the abuse.
Another key finding was in regard to the 2007 initiative by The Joint Commission of
Healthcare Organizations (TJC) mandating facilities to implement zero-tolerance policies
specific to disruptive behavior. Disruptive behavior is recognized to include verbal abuse, sexual
harassment, ignoring behavior, and any other behavior that disrupts the typical flow of a nursing
unit or hospital (Rosenstein, 2002). TJC mandated the implementation of leadership standards to
address disruptive behavior and required accreditation institutions to implement a zero-tolerance
policy with an expected 100% enforcement. No prior research on the effectiveness of this policy
was found to date.
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Based on a total VAS score rather than scores obtained on specific VAS variables, no
significant relationships were found between the VAS and work in a TJC accredited facility
[(Wilks’s Λ=0.96 F (16/466) = 0.61, p = .88]) or if there was awareness of the presence of a zero
tolerance policy [(Wilks’s Λ=0.91 F (16/466) =1.47, p =.11]). Although additional research is
needed, these findings suggest that the implementation by TJC of a zero tolerance policy has not
been effective at impacting nurses’ perceptions of physician-perpetrated verbal abuse and the
resulting coping strategies used, as these acts continued to be reported. However, definitive
conclusions should not be made.

6.4

Summary of Results
The first research question explored the relationships between RNs’ perceptions of

physician-perpetrated verbal abuse, perceived stress, and coping. The results revealed strong
significant relationships between perceived stress measured by the Stress Index and frequency of
verbal abuse per year (r s = .94, p < .001), Negative Coping and Average Abuse per Year (r s =
.46, p < .001), and Long Term Negative Effects and Average Abuse per Year (r s = .51, p <
.001). These results suggest that the more abuse the RN perceives, the higher the negative
coping, and perception of long term impact by the RN. Therefore, in order to “survive” the
workplace, nurses minimized the abuse and adapted a philosophy viewing abuse as “part of the
job”. This is consistent with Simoni and Paterson’s (1997) study findings which showed that if a
normally viewed negative event was perceived as less stressful and less negative, then the impact
upon the nurse was minimal. It also supports the findings from prior studies that nurses’
responses parallel the perceived stress level related to the stressor (Simoni & Paterson, 1997) and
that that stress is a significant factor that influences the perceptions of physician-perpetrated
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verbal abuse (Cook, et al., 2001; Cox, 1991; Hinchberber, 2009; Manojlovich, 2005; Rosenstein
& ODaniel, 2008).
The second research question explored the relationship between RNs’ perceived
physician-perpetrated verbal abuse and RNs’ perceptions of power within an organization.
Significant inverse relationships between the Stress Index, Average Abuse per Year and most of
the variables of SKAGOA variables were found suggesting that RNs working in organizations
with lower levels of organizational power, perceived higher amounts of abuse and stress from
physician-perpetrated verbal abuse. Despite statistical significance, the magnitudes of these
relationships were very weak and conclusions should be made with caution.
Historically, nurses and physicians have frequently engaged in a conflicted relationship,
and physicians are generally positioned in higher levels of power within an organization
compared to nurses (Keddy, et al., 1986). While this continues to be the case, this study found
that most of the nurses perceived neutral perceptions of power within the organizations that they
worked. Even though this may still be the standard, the belief exists that management in an
organization is responsible for preventing and eliminating abuse of which physicians are a
common source. The recognized imbalance in the power structure could be a significant source
of this institutionalized problem and why the abuse continues essentially unabated to date.
Sadly, physicians within a position of power could also play an active role in preventing verbal
abuse.
The third research question addressed relationships between RNs’ perceptions of stress
and coping and RNs’ perceptions of power within an organization. This study found statistically
significant relationships between the variables of the VAS and the SKAGOA but the magnitudes
of the relationships were very weak. The relationships between the Stress Index, Average Abuse
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per Year and most of the variables of SKAGOA were the only significant findings and suggests
that the higher the perception of power by the nurse, the lower the perceived abuse and stress as
a result of physician-perpetrated abuse. The negative usage of power can present itself in the
form of verbal abuse. When other aspects of abuse were examined including, positive coping,
negative coping and long term negative effects, no relationships were found. This supports the
findings from prior studies that nurses’ responses parallel the perceived stress level related to the
stressor (Simoni & Paterson, 1997) and may not be related to other factors.

6.5

Statistical Limitations
The research questions were developed to ascertain which of the major variables under

study were associated with Outcome Attainment Capability as the dependent variables. To
answer the research questions, analysis included a significant number of bivariate statistics. By
doing so, the chance of finding results that are not truly present was increased considerably.
Often a type 1 error is related to large sample sizes, but this was not the case in this study. .
While developing a regression model was an option, the magnitudes of the relationships
were weak and made such calculations of minimal value. For example, the second research
question examined the relationships between Average Abuse per Year and variables associated
with Organizational Power. Spearman Rho test statistics ranged from - 0.16 to -0.24 with p
values <.001. Lacking clinical significance, a regression model was not generated because it
would produce meaningless results. The inherent multi co-linearity of some of the independent
variables would have resulted in models with low R2 values and thus, few if any predictors.
A larger limitation may focus on the 24.4% response rate which may have biased the
responses. It is unknown if those responding, did so because they had received verbal abuse and
its resulting consequences more or less than non-responders. Also of the 176,727 potential RNs
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from the list of all RNs registered with the PA State Board of Nursing, 293 participants represent
only .002% of the population. Because of the high rate of non-response and the low percentage
of the total population that were randomly chosen for participation, inferences cannot be made to
the larger population in the Commonwealth of PA or the United States. With the current data
set, it was determined that additional statistical testing would not provide any additional results
that would be considered credible and would only add to the increase chance of spurious results.
Although there were statistical limitations to this study, it is important to point out that
the study was not underpowered. A power analysis was conducted during the planning stages
and showed that a total sample size of 293 was required to achieve a power of .80 using a two-tailed
test of significance set at 0.05 and an effect size of 0.50. In addition, randomization procedures were used
to recruit the sample population and thus, provided rigor to this study.

6.6

Summary
The study found that verbal abuse from physicians as perceived by RNs was a pervasive

problem, and that frequent occurrence may have forced RNs to develop specific coping styles
Nurses were found to neither agree nor disagree that they had sufficient organizational power to
achieve their goals of reducing verbal abuse from physicians. This lack of power and the current
surge of reaching for increased autonomy may provide a preliminary explanation as to why
perpetrated physician verbal abuse still continues after multiple interventions have been
attempted within the nursing profession.
Because this study consisted of multiple bivariate data that could cause false positive
results, a comparison of these findings was made with prior studies. For most of the variables
the results were found to be consistent with results from prior studies. This adds support for the
findings in this study.
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Appendix A. Postcard
(Postcards for mailing)
Request to Participate in a Study
I am a doctoral candidate at Duquesne University School of Nursing, and I am conducting a
study on the relationships among physician-perpetrated verbal abuse, stress, coping and
organizational power. You have been randomly selected as one of 900 Registered Nurses to
participate.
In about one week, you will receive a cover letter, two questionnaires, and a demographic form
to complete and send back to me. The questionnaire will take approximately 45–60 minutes to
complete. While under no pressure to do so, I hope you will consider participating in this study.

Thank you.
Michael Neiswonger, MSN, NP-C, CRNP, PhD Candidate
Duquesne University School of Nursing
Pittsburgh, PA
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Appendix B. Cover Letter
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DUQUESNE UNIVERSITY
600 FORBES AVENUE  PITTSBURGH, PA 15282

Nurses’ Perceptions of Physician-Perpetrated Verbal Abuse
and Its Relationship to Organizational Power
You are invited to participate in a study of communication patterns within the nursedoctor relationship. This study represents my dissertation, required by Duquesne University,
where I am currently a student. The purpose of this study is to further explore the relationships
among verbal abuse, coping, stress, and power within an organization. If you agree to
participate, you will be asked to complete three questionnaires, including demographic forms, a
Verbal Abuse Scale, and the Sieloff-King Assessment of Group Outcome Attainment within
Organizations Instrument. All forms should take approximately 60 minutes to complete. Please
do not include any information on the survey or demographic sheet that could identify you. Also,
please do not include your address on the return envelope. If you do, then I will have to destroy
the envelope and will not be able to use your responses.
You have been selected as one of several Registered Nurses who work in Pennsylvania
(PA) to participate in this study. All information provided will be used to further understand
physician-perpetrated verbal abuse, stress, coping, organizational power, and any relationship
these variables may have upon each other. Although it is expected that this study will help
develop a better understanding of the nurse-doctor relationship, you will receive no direct benefit
as a result of your participation. Your participation in this study will conclude at the time you
complete and submit the survey. Please complete and return the information within one month
from the time you receive it. Your responses will be anonymous, and I will never be able to link
your name to any results collected in this study.
The data you provide may result in an article published in a professional journal. It will
be impossible to identify you, and all the data will be presented in a manner so no one response
can be identified. All research material will be stored in a locked filing cabinet in my home
office and destroyed upon completion of this study.
If you have any questions about the research study, you should contact Mr. Neiswonger
at 814-221-8567 or Dr. Linda Goodfellow, my advisor, at 412-396-6548. If you have questions
about your rights as a participant in this study, or the way the study has been conducted, please
contact Dr. Joseph Kush, Chair of the Duquesne University Institutional Review Board, at 412396-6326.
If you agree with the terms included in these statements, please continue and take the
survey. By completing and submitting your responses, you are indicating consent to participate
in this study. Thank you for your participation.
Michael G. Neiswonger, MSN, NP-C, CRNP, PhD Candidate
Duquesne University School of Nursing
Pittsburgh, PA 15282

132

Appendix C. Reminder Card
Reminder to Participate in a Study
This is a reminder that you have been randomly selected as one of 900 Registered Nurses to
participate in a study of physician-perpetrated verbal abuse, stress, coping, and organizational
power. If you have already completed the questionnaires and return them to me, I thank you.
If you have not had a chance to complete the packet of information I sent to you last week, I
would really appreciate it if you would complete the questionnaires and return them to me in the
self-addressed return envelope I provided.
Thank you for your participation in this study.
Michael Neiswonger, MSN, NP-C, CRNP, PhD Candidate
Duquesne University School of Nursing
Pittsburgh, PA
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Appendix D. Permission Verbal Abuse Scale
Permission granted via the below listed e-mail on May 21, 2008.
After the questions are the responses from Dr. Mandy Manderino regarding the Usage of the
Verbal Abuse Scale
mandy8@socket.net

Good morning,
My name is Michael Neiswonger, and I am currently a PhD student at Duquesne University in Pennsylvania.
You may not remember me, but about 4 years ago I had contacted you about your instrument, the Verbal
Abuse Scale, for use in my nursing master's thesis. I wanted to thank you again for permitting me to use your
instrument for my thesis.
I am planning on examining the nurse-physician relationship for my dissertation. As I was reviewing the
literature, I found several instruments, and I am currently in the process of evaluating and deciding on
instrument/instruments to be used.
As a result, I have several questions regarding the instrument you developed called the Verbal Abuse Scale.
May I have permission to use the instrument? Yes. Just let me know your address and I'll mail you a copy.
May I have a copy of the instrument? See above.
If needed, may I make changes to the instrument? Yes.
May I have the instructions for administration, use, and scoring of the instrument? Designed to be selfreport. Obviously can be individually or group administered. No time limit.
Are there any costs associated with the use of the instrument? Not on my end. I do not charge for the one copy
I will provide.
I would like to thank you for taking the time to read and respond to these questions. I know with everyone’s
busy schedule, it isn’t easy. You are most welcome. Sorry I could not be more complete.
Best wishes,
Mandy Manderino
Thank you for your help and your time. I truly do appreciate it.
Sincerely,
Michael Neiswonger, MSN, NP-C, CRNP
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Appendix E. Permission for Group Outcome Attainment
From: Christina Sieloff [mailto:sieloffc@hotmail.com]
Sent: Saturday, October 24, 2009 2:04 PM
To: mjeneiswonger@windstream.net
Subject: Research instrument and scoring directions
Importance: High
Good afternoon, Mike.
Attached you should find a clean copy of my instrument and the related scoring directions.
Please let me know if you have any problems downloading the attachments or any
questions.
Take care, Christina

From: Christina Sieloff [mailto:sieloffc@hotmail.com]
Sent: Tuesday, October 20, 2009 11:03 AM
To: Mr. Michael Neiswonger
Subject: Use of my instrument
Good morning,
I received your check yesterday. As soon as I can deposit it, I will forward you a clean copy
of the instrument and the scoring directions.
I hope that you received the welcome email and attachments confirming your membership
in the King International Nursing Group. Please let me know if you did not receive them.
Sincerely,
Christina
Hotmail: Trusted email with Microsoft’s powerful SPAM protection.

From: Christina Sieloff [mailto:sieloffc@hotmail.com]
Sent: Thursday, October 01, 2009 10:26 AM
To: mjeneiswonger@windstream.net
Subject: RE: request for copy of instrument
Good morning, Mike.
Thank you for your message.
I am honored that you are still planning on using my instrument. The deposit check should
be made out to Christina Sieloff and mailed to:
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2049 Lake Hills Drive
Billings, Montana 59105
If you would also join the King International Nursing Group (www.kingnursing.org) as a
student ($15), your deposit will then only be $85. Upon receipt and depositing of the check
and confirming of your membership in the K.I.N.G., I will send you a 'clean copy' of the
instrument as well as the scoring directions.
When your research is completed and I receive an electronic copy of your anonymous data
set, I will return your $85 to you.
If I can answer any questions for you as you progress in your research, please do not
hesitate to contact me.
Sincerely,
Christina

From: mjeneiswonger@windstream.net
To: sieloffc@hotmail.com
Subject: RE: request for copy of instrument
Date: Wed, 30 Sep 2009 22:18:10 -0400

Good morning,
I hope your school year is going well. I had contacted you a few months ago and I would like to use your
instrument. How should I make out the $100 check and where should I mail it?
I thank you for your help and hope to hear from you soon.
Mike Neiswonger
From: Christina Sieloff [mailto:sieloffc@hotmail.com]
Sent: Wednesday, July 29, 2009 12:52 PM
To: mjeneiswonger@windstream.net
Subject: RE: request for copy of instrument
Good afternoon, Mike.
Congratulations on submitting your proposal! Progress in PhD programs is always a time for
celebration.
I am honored that you have chosen to use my instrument. The data set that I am
requesting would be the data set you would use to calculate your results. I would not need
any data included that would clearly identify the sites or individuals used. General
demographic data would be welcomed but not specific. I hope this helps.
Sincerely, Christina
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Appendix F. Demographic Form
Directions
This survey consists of four sections. It will take approximately 60 minutes to complete.
Please answer each question to the best of your ability, and complete each section in its entirety
before continuing on to each subsequent section.
Section A.
Please answer each of the following four questions.
1. Do you currently live in Pennsylvania?
a) Yes
b) No
2. Do you currently consider yourself active in nursing?
a) Yes
b) No
3. Is your facility currently accredited by The Joint Commission (TJC)?
a) Yes
b) No
c) Don’t know
4. Does your facility currently have a zero-tolerance policy related to abuse?
a) Yes
b) No
c) Don’t know
5. Have you ever been emotionally, physically, or sexually harmed by your parent(s) or
other adult when you were a child?
a) Yes
b) No
6. Have you ever been emotionally or physically harmed by your partner or significant
other?
a) Yes
b) No
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Section B
1. Gender:

a) Male
b) Female

2. Age:

________ years

3. Race:
a) African American
b) Asian-pacific islander
c) Hispanic
d) Native American
e) White
f) Other_______________
4. In which region in Pennsylvania do you work?
a) North East
b) North Central
c) North West
d) Central East
e) Central
f) Central West
g) South East
h) South Central
i) South West
j) None, I don’t work in Pennsylvania
5. Do you work full time or part time?
a) Full time, 36 hours per week or more
b) Part time, less than 36 hours per week
6. What shift do you primarily work?
a) 7–3 (day shift)
b) 3–11 (afternoon)
c) 11–7 (night)
d) 7a–7p (12-hour day shift)
f) 7p–7a (12-hour night shift)
g) Variable
h) Other _________________
7. How many years have you been in practice? ___________
8. How many beds does your hospital have approximately?___________
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9. Do you work in an urban or rural hospital?
a) Urban
b) Rural
10. Where do you work?
a) Hospital
b) Nursing home
c) Physician’s office
d) Academic setting
e) Other_________________________
11. Highest Level of Education Preparation:
a) Diploma in Nursing
b) Associate Degree in Nursing
c) Bachelor’s in Nursing or other field
d) Master’s in Nursing or other field
e) PhD in Nursing or other field
f) DNP
12. What year did you graduate from your first nursing program? _________________
13. Indicate which one of the following best describes you current work setting:
a) Critical Care-adult
b) Critical Care-Pediatric neonate
c) Medical
d) Surgical
e) Medical/Surgical
f) Geriatric
g) Psychological/Mental Health
h) Obstetrics/Maternal Health
i) Pediatric/Child Health
j) Rehabilitation
k) Operating Room
l) Emergency care
m) Primary Care
n) Oncology
o) Long-term care
p) Other____________________
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14. What role/position do you currently hold?
a) Staff nurse
b) Unit manager
c) Administration
d) Nurse practitioner
e) Educator
f) Staff development
g) Other _________________
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Appendix G. Instrument Question
From: Christina Sieloff [mailto:sieloffc@hotmail.com]
Sent: Thursday, May 26, 2011 10:16 AM
To: Mr. Michael Neiswonger
Subject: RE: PhD student question on instrument and theory
Importance: High
Good morning, Mike.
It is good to hear from you.
Your research sounds exciting! You might want to consider using email and electronic surveys to
decrease your costs unless you have funding to use the regular mail.
The answers to your questions follow:
1. My instrument asks individual group members of their perceptions of the group. When examining the
group results, I use a group mean that involves the individual RNs' scores.
All research projects have asked individual RNs to complete the instrument. In your research, you
would simply use each RN's total score and subscale scores rather than creating a group score that would
be the mean. Depending on the demographic information you collect, you may also be able to develop
group scores based on work areas or organizations.
2. My reliability and validity data relates to the instrument as a whole and is calculated with each
research project. As statistics is not my area of expertise, I am not sure if there is a difference in terms of
individual or groups since individuals complete the instrument rather than having a group of RNs
complete one instrument as a group.
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